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Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequer 
and/or  severity  of  grand  mal  seizures  rr 
require  increased  dosage  of  standard  ai 
convulsant  medication;  abrupt  withdrav 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  i 
gestion  of  alcohol  and  other  CNS  depre: 
sants.  Withdrawal  symptoms  (similar  tc 
those  with  barbiturates  and  alcohol)  ha 
occurred  following  abrupt  discontinuar 
(convulsions,  tremor,  abdominal  and  m 
cle  cramps,  vomiting  and  sweating).  Ke 
addiction-prone  individuals  under  carel 
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According  to  her  major 
ymptoms,  she  is  a psychoneu- 
otic  patient  with  severe 
nxiety.  But  according  to  the 
escription  she  gives  of  her 
;elings,  part  of  the  problem 
lay  sound  like  depression. 

'his  is  because  her  problem, 
lthough  primarily  one  of  ex- 
essive  anxiety,  is  often  accom- 
anied  by  depressive  symptom- 
tology.  Valium  (diazepam) 
an  provide  relief  for  both— as 
le  excessive  anxiety  is  re- 
eved, the  depressive  symp- 
ims  associated  with  it  are  also 
ften  relieved. 

There  are  other  advan- 
ces in  using  Valium  for  the 
iianagement  of  psychoneu- 
Dtic  anxiety  with  secondary 
epressive  symptoms:  the 
sychotherapeutic  effect  of 
alium  is  pronounced  and 
ipid.  This  means  that  im- 
rovement  is  usually  apparent 
1 the  patient  within  a few 
lays  rather  than  in  a week  or 


two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 

For  further  information 
on  this  subject,  the  following 
references  are  provided: 

1.  Henry  BW,  et  al:  Dis  Nerv 
Syst  20:675-679,  Oct  1969. 

2.  Hollister  LE.  et  al:  Arch  Gen 
Psychiatry  24:273-278,  Mar  1971. 

3.  Claghorn  J : Psvchosomatics 
77:438-441,  Sept-Oct  1970. 


Valium 

(diazepam) 

2-mg,5-mg,  10-mg  tablets 

in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


etirveillance  because  of  their  predisposi- 
$ii  on  to  habituation  and  dependence.  In 
it  regnancy,  lactation  or  women  of  child- 
\t  earing  age,  weigh  potential  benefit 
gainst  possible  hazard. 


recautions:  If  combined  with  other  psy- 
isi  notropics  or  anticonvulsants,  consider 
- 3refully  pharmacology  of  agents  em- 
loyed;  drugs  such  as  phenothiazines, 
u arcotics,  barbiturates,  MAO  inhibitors 
nd  other  antidepressants  may  potentiate 
:^s  action.  Usual  precautions  indicated  in 
Patients  severely  depressed,  or  with  latent 
r®  apression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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THE  GREATEST  SINGLE  THREAT 
TO  YOUR  FINANCIAL  STABILITY  IS 

DISABILITY! 

NOW  YOU  CAN  INSURE  AGAINST  THAT  THREAT 

IMPORTANT  NEW  IMPROVEMENTS 
HAVE  JUST  BEEN  MADE 

Now  for  a very  modest  premium  you  can  have  an  income  up  to  $2,000  a month  if 
you  are  disabled  and  unable  to  practice.  Plus  under  the  new  “Add-On”  Supplement, 
another  $1,000  a month  after  a 365  day  waiting  period.  With  the  10%  claim  bonus 
now  in  force  the  total  is  $3,300  a month! 


OTHER  FEATURES 

■ Survivor’s  benefits  at  no  increase  in  premium 

■ Conversion  privilege  to  age  65 

■ Coverage  anywhere  in  the  world,  24  hours  a day,  365  days  a year 

■ Special  low-cost  plan  designed  for  the  younger  doctors 

■ Renewable  to  age  75 

■ Few  exclusions — even  private  flying  is  included 

■ Pays  in  addition  to  any  other  insurance  you  may  carry. 

You  can  receive  information  immediately  by  writing  or  phoning  (collect) 
the  administrator.  A minute  of  your  time  now  will  provide  you  and  your  family 
an  income  when  it’s  needed  most. 


Program  administered  by: 

David  A.  Dyer 
A Associates 

Roanoke,  Virginia  24011 
Call  Collect:  (703)  344-5000 


FRED  W.  HALL 
Northern  Representative 
8924  Orange  Hunt  Lane 
Annandale,  Virginia  22003 
Call:  978-8087 


FRED  E.  HAMLIN,  JR. 

Associate 


DAVID  A.  DYER  & ASSOCIATES  has  been  awarded  the  seal  of  the  American 
Institute  of  Professional  Association  Group  Insurance  Administrators.  Mem- 
bership in  this  group  is  by  invitation  only. 


Other  Group  Plans  for  Your  Protection 


1.  “Daily  In-Hospital  (pays  up  to  $200 
a day  directly  to  you)* 

(Lifetime  Renewable) 

5. 

Professional  Overhead  Expense 
(up  to  $3,500  monthly) 

2.  Major  Hospital  Nursing 

3.  $250,000  Excess  Major  Medical 

(Lifetime  Renewable)* 

6. 

“Guarantee  Issue  Life 

Insurance* 

4.  “High  Limit  Accidental  Death  & 

Dismemberment  plus  Permanent 

7. 

Special  Income  Protection* 

Total  Disability  Benefits 
(up  to  $250,000)* 

8. 

Disability  Income  Plans  for 

Employees 

*Guarantee  Issue  "Available  to  Employees 


These  plans  are  IDEAL  for  INDIVIDUALS,  PARTNERSHIPS  and  CORPORATIONS 

J 
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Peoples  Drug  Stores  stocks 
the  complete  assortment  of 


iVlmay 

Ifypo-Allergenic 


■to 


So  you’re  not  allergic  to  makeup.  Why  take  chances? 

Almay  hypo-allergenic  cosmetics  are  so  pure  they  make  your  world 
seem  lots  cleaner.  And  so  fashionable  they  make  you  feel  like 
a born  leader.  A world  of  beautiful  eye  makeups  in  the  cleanest  greens, 
the  purest  plums,  the  clearest  blues.  Pure  Beauty  Face  Makeup, 
to  create  a soft,  glowy  complexion  that  looks  born  to  you. 

Dozens  of  delicious,  stainlessly  pure  Color-Moist  Lipsticks. 
High-Frost  Nail  Enamels,  dazzling  and  dermatologist  recom- 
mended. Deep  Mist  total  skincare,  because  skin  is  where  pure 
begins.  (If  you’re  a one-cream  woman,  you  can’t  do  better 
than  Deep  Mist  Moisture  Cream  to  cherish  you  day  and  night.) 

Come  see  the  Almay  Collection.  Everything  fashion-lovers 
dream  of.  Only  purer.  Think  pure.  Think  Almay,  world’s  leading 
authority  in  hypo-allergenic  cosmetics. 

At  the  purity  place  . . . 
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The  MUDRANES 


Discreet  formulations  of  four  well  regarded  drugs  for  the  relief  of  bronchial 
distress — Potassium  Iodide,  Glyceryl  Guaiacolate,  Aminophylline,  Ephedrine  with 
Phenobarbital  (to  lessen  cardiac  stimulation). 


INDICATIONS:  For  the  prompt  symptomatic  relief 
of  bronchial  asthma,  emphysema  and  bronchiectasis. 
The  Mudranes  dilate  the  bronchi  and  liquefy  mucus 
plugs.  DOSAGE:  Tablet;  One  tablet  with  a full  glass 
of  water  3 or  4 times  daily  as  required.  Divide  tablet 
for  child’s  dose.  Elixir;  Children.  1 cc  for  each  10  lbs. 
of  body  weight.  May  be  repeated  3 or  4 times  a day. 
Adult,  one  tablespoonful  4 times  daily.  All  doses  should 
lie  followed  with  a glass  of  water. 

CONTRAINDICATIONS:  Aminophylline  Theophylline  is  contraindicated  in 
the  presence  of  severe  cardiac  arrhythmias  and  patients  with  massive  myocardial 
damage.  Ephedrine,  in  presence  of  severe  heart  disease,  extreme  hypertension, 
and  in  hy perthyroidism.  Phenoharbital.  in  porphyria  and  in  patients  with 
known  phenoharhital  sensitivity.  Potassium  Iodide,  in  pregnancy  (to  protect  the 
fetus  against  possible  iodine-induced  depression  of  thyroid  activity),  in  tubercu- 
losis (produces  gumma  dissolution),  and  in  acne;  also  in  the  presence  of  known 
iodide  sensitivity.  PRECAUTIONS:  Aminophylline  Theophylline  should  be 
avoided  in  patients  with  massive  myocardial  damage  and  or  severe  cardiac 


arrhythmias.  In  children,  overdose  may  cause  vomiting,  cardiac  arrhythmias, 
and  severe  agitation.  Ephedrine  should  be  used  with  caution  in  the  presence  of 
severe  cardiac  disease,  particularly  arrhythmias  and  angina  pectoris;  avoid  in 
hyperthyroidism  and  severe  hypertension  Phenobarbital  may  be  habit-forming 
Avoid  overdosage.  Potassium  Iodide:  Discontinue  in  the  presence  of  skin  rash, 
swelling  of  the  eyelids  and  severe  frontal  headache  Long  use  may  cause  goiter. 
ADVERSE  REACTIONS:  Aminophylline  Theophylline  may  cause  nausea, 
cardiac  arrhythmias,  and  aggravate  severe  myocardial  disease.  It  may  cause 
headaches  and  tachycardia.  Vomiting  and  dizziness  are  not  uncommon.  Ephed- 
rine: In  patients  hypersensitive  to  CNS  stimulation,  ephedrine  may  cause  nerv- 
ousness. tachycardia,  extrasystole  and  ventricular  arrhythmias.  May  cause  uri- 
nary retention,  especially  in  the  presence  of  partial  prostatic  obstruction. 
Psvchoneurosis  may  be  aggravated.  Pre-existing  anginal  pain  will  be  aggra- 
vated. Phenoharbital  may  produce  severe  skin  rash.  Avoid  overdosage.  May  be 
habit-forming.  Potassium  Iodide  may  cause  nausea.  Over  very  long  period  of 
use.  iodides  cause  goiter.  Discontinue  if  patient  develops  skin  rash,  eye  irrita- 
tion. eyelid  swelling,  or  severe  frontal  headache. 

HOW  SUPPLIED:  Mudranc  and  Mudranc  GG  avail- 
able in  bottles  of  100  and  1000  tablets;  Mudrane-2  and 
Mudranc  GG-2  in  100s;  Elixir  in  pints  and  half-gallons. 


Federal  law  prohibits  dispciisiiit/  without  prescription. 


WILLIAM  P.  POYTHKESS  & COMPANY.  INC..  RICHMOND,  YlIKIINIA  2:520] 


A resource  for  therapies,  including  a 
school  for  emotionally  disturbed  children 

The  Human  Resource  Institute  of  Norfolk  offers  individualized  treat- 
ment programs  within  a therapeutic  community  to  all  ages  and  diag- 
nostic categories  of  mentally  and  emotionally  disturbed  adults,  adoles- 
cents, and  children.  By  utilizing  various  individual  and  group  therapies 
the  patient  becomes  aware  of  his  own  feelings  and  his  relationship  to 
others.  The  diversified  therapies  increase  the  individual’s  self-esteem 
and  encourage  him  to  function  in  an  effective  manner. 

An  intensive  program  of  community  activities  offered  through  the 
Creative  Services  Department  promotes  interpersonal  relationships 
among  patients  and  staff,  and  stimulates  the  patient’s  creative  poten- 
tial. Activities  such  as  dance  therapy,  recreational  therapy,  occupa- 
tional therapy,  psychodrama,  music  therapy,  and  personal  appearance 
therapy  are  individualized  according  to  the  patient’s  needs. I 

An  integral  part  of  treatment  for  the  emotionally  disturbed  adolescent 
or  child  is  the  continuance  of  his  education  in  a therapeutically  con- 
trolled environment.  HUMAN  RESOURCE  ACADEMY,  a fully  licensed 
and  certified  school,  promotes  learning  with  teachers  specially  trained 
in  teaching  the  emotionally  disturbed  and  learning  disabled  students. 

Pharmaceutical  therapy  and  close  association  with  consultant  physicians 
of  all  specialities  are  important  aspects  of  patient  care  at  Human 
Resource  Institute. 

To  find  out  more  about  our  comprehensive  program  contact  the  Co- 
Medical  Directors,  Dietrich  W.  Beyder,  M.D.,  F.A.P.A.,  or  Fathy  A. 
Abdou,  M.D.,  F.A.P.A.,  Human  Resource  Institute  of  Norfolk,  Human 
Resources  Building,  100  Kingsley  Lane,  Norfolk,  Virginia  23505.  Phone 
(804)  480-1072. 
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Use  it  to  prevent  a topical  infection.  Or  to  treat  one  that’s  already  started. 

In  either  case,  it’s  good  medicine.  Whether  for  lacerations, 
burns,  open  wounds,  IV  catheter  or  surgical  aftercare. 

Neosporin1  Ointment  provides  broad  antibacterial  coverage  against  common 
susceptible  pathogens.  And  since  it  contains  three  antibiotics  that  are 
rarely  used  systemically,  the  risk  of  sensitization  is  reduced. 
Neosporin  Ointment.  A half-ounce  of  prevention.  Also  available  in  a 
full  ounce  of  prevention  and  in  convenient  foil  packets. 

Neosporin  Ointment  carried  on  Apollo  and  Skylab  missions. 


Neosporin  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate  5,000  units;  zinc  bacitracin  400  units; 
neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base);  special  white  petrolatum  qs. 

In  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 


INDICATIONS:  Therapeutically,  used  as  an  adjunct  to  appropriate  systemic 
therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible  organ- 
isms. as  in:  • infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa 

• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • second- 
arily infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 

• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 
Prophylactically.  the  ointment  may  be  used  to  prevent  bacterial  contamination 

in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of 
infection  and  permit  wound  healing. 

CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or  external  ear  canal  if  the  eardrum 
is  perforated.  This  product  is  contraindicated  in  those  individuals  who  have 
shown  hypersensitivity  to  any  of  the  components. 

WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity 
due  to  neomycin,  care  should  be  exercised  when  using  this  product  in  treating 
extensive  burns,  trophic  ulceration  and  other  extensive  conditions  where 


absorption  of  neomycin  is  possible.  In  burns  where  more  than  20  percent  of  the 
body  surface  is  affected,  especially  if  the  patient  has  impaired  renal  function 
or  is  receiving  other  aminoglycoside  antibiotics  concurrently,  not  more  than 
one  application  a day  is  recommended. 

PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms,  including  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 

AOVERSE  REACTIONS:  Neomycin  is  a not  uncommon  cutaneous  sensitizer. 

Articles  in  the  current  literature  indicate  an  increase  in  the  prevalence  of  persons 
allergic  to  neomycin.  Ototoxicity  and  nephrotoxicity  have  been  reported 
(see  Warning  section). 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


/Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Many  physicians  are  seeking  relief  from  the  ever  in- 
creasing pressures  of  medical  practice  within  the  private  health 
care  sector.  The  United  States  Air  Force  Medical  Service  is  offer- 
ing an  alternative  form  of  medical  practice  to  all  physicians  58 
years  of  age  or  younger.  Frankly,  we  are  proud  of  the  quality 
health  care  the  Air  Force  Medical  Service  provides  and  would 
briefly  take  this  opportunity  to  present  you  a challenge  to  service. 

The  Air  Force  physician  practices  medicine  in  a collective 
endeavor  with  the  entire  gamut  of  medical  specialties  and  the 
finest  trained  allied  health  care  professionals  available.  All  United 
States  Air  Force  Hospitals  are  accredited  by  the  Joint  Commission 
and  are  equipped  with  the  finest  medical  instrumentation  avail- 
able. The  very  finest  health  care  is  provided  to  every  patient 
without  regard  to  the  patient's  abilily  to  pay.  The  professional 
challenges  of  medical  practice  and  the  medical  education  oppor- 
tunities within  the  Air  Force  Medical  Service  are  unlimited;  how- 
ever, the  Air  Force  physician  normally  has  more  time  for  leisure, 
travel,  family  and  personal  development  in  comparison  to  his 
civilian  counterpart.  The  liberal  fringe  benefits  made  available 
to  the  Air  Force  physician  provide  for  a secure,  predictable  and 
satisfying  life  style;  e g.,  30  day  paid  vacation  annually,  advance- 
ment, travel,  medical  education,  professional  pay  and  recreational 
opportunities 

Your  time  is  very  valuable  and  thus  the  brevity  of  this  in- 
formational offering.  However,  you  owe  it  to  yourself  to  consider 
this  alternative  medical  practice.  Positions  are  available  in  primary 
health  care  delivery,  all  major  medical  specialties,  Hospital  Di- 
rectorships and  medical  research.  Assignments  can  be  arranged 
for  two,  three  or  four  years.  Initial  appointment  can  range  up  to 
Colonel  based  on  education  and  experience.  Assignments  to  a 
specific  Air  Force  Hospital  may  be  arranged  within  the  United 
States  or  overseas. 

For  further  information  call  or  write: 

The  Air  Force  Medical  Personnel  Counsellor 

421  North  Howard  Street 
Baltimore,  Md.  21201 
Area  Code  301-385-2858 


Rondomycin 

(methacycline  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  ol  the  tetracyclines 
WARNINGS:  Tetracycline  usage  during  tooth  development  (last  halt  ot  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  be  etlective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development.) 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping fetus  (often  related  to  retardation  ol  skeletal  development)  Embryotoxicity  has 
also  been  noted  in  animals  treated  early  in  pregnancy 

Usage  in  newborns,  inlants.  and  children.  (See  above  WARNINGS  about  use  during 
tooth  development.) 

All  tetracyclines  torm  a stable  calcium  complex  in  any  bone-forming  tissue  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued 
Tetracyclines  are  present  in  milk  of  lactatmg  women  taking  tetracyclines 
To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and.  it  therapy  is  prolonged,  consider  serum  level  de- 
terminations of  drug.  The  anti-anabolic  action  of  tetracyclines  may  increase  BUN  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
vised, and  treatment  should  be  discontinued  at  first  evidence  ot  skin  erythema. 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy 
In  venereal  disease,  when  coexistent  syphilis  is  suspected,  perform  darkheld  exami- 
nation before  therapy,  and  serologically  test  tor  syphilis  monthly  for  at  least  four  months 
Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity;  patients  on  an- 
ticoagulant therapy  may  require  downward  adiustmeht  of  their  anticoagulant  dosage 
In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A beta-hemolytic  streptococcal  infections  forrat  least  10  days. 

Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  ot  penicillin,  avoid 
giving  tetracycline  with  penicillin. 

ADVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms)  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis,  inflammatory  lesions  (with  mond- 
ial overgrowth)  in  the  anogenital  region 

Skin:  maculopapular  and  erythematous  rashes,  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity is  discussed  above  (See  WARNINGS) 

Renal  toxicity:  rise  in  BUN,  apparently  dose  related  (See  WARNINGS) 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued. 

Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black  mi- 
croscopic discoloration  of  thyroid  glands,  no  abnormalities  ol  thyroid  function  studies  are 
known  to  occur 

USUAL  DOSAGE:  Adults- 600  mg  daily,  divided  into  two  or  four  equally  spaced  doses. 
More  severe  infections  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours  Gonorrhea:  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated. Rondomycm'  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule  900  mg  initially,  followed  by  300  mg 
q i d.  for  a total  of  5 4 grams 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams  of 
Rondomycm  (methacycline  HCI)  in  equally  divided  doses  over  a period  ol  10-15  days 
should  be  given.  Close  follow-up,  including  laboratory  tests,  is  recommended 
Eaton  Agent  pneumonia  900  mg  daily  lor  six  days 
Children  - 3 to  6 mg/lb/day  divided  into  two  to  four  equally  spaced  doses 
Therapy  should  be  continued  for  at  least  24-48  hours  alter  symptoms  and  fever  have 
subsided 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair  ab- 
sorption and  are  contraindicated  Food  and  some  dairy  products  also  interfere  Give  drug 
one  hour  before  or  two  hours  after  meals  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding 
In  patients  with  renal  impairment  (see  WARNINGS),  total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  at  least  10  days 
SUPPLIED  Rondomycm  (methacycline  HCI)  150  mg  and300  mg  capsules,  syrup  con- 
taining 75  mg/5  cc  methacycline  HCI. 

Before  prescribing,  consult  package  circular  or  latest  PDR  information. 

Rev.  6/73 
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When  the  focus  is  on  bronchitis  due  to 
susceptible  strains  of  H.  influenzae  and  pneumococci* 


Rontfomyuin  300 

[metihacyclineHCI]  Capsules 

Delivers  from  the  very  first  dose: 

Studies  show  that  after  the  first  dose  serum  levels  rapidly  rise  above 
minimum  in  vitro  inhibitory  concentrations 


♦Since  many  strains  are  known  to  be  resistant,  routine  sensitivity  testing  is  recommended. 


The  Role 
of  the 

Detail  Man 


Dialogue 


“I  may  be  prejudiced,  but  I am 
very  much  in  favor  of  the  detail  men 
I meet.  Most  of  them  are  knowledge- 
able about  the  drugs  they  promote 
and  can  be  a great  help  in  acquaint- 
ing me  with  new  medication.” 

Family  Physician's  Perception 

I think  that  most  general 
practitioners  in  this  area  feel  as  I 
do  about  the  detail  man.  Over  the 
years  I have  gotten  to  know  most  of 
the  men  who  visit  me  regularly  and 
they  in  turn  have  become  aware  of 
my  particular  interests  and  the  na- 
ture of  my  practice.  They,  there- 
fore, limit  their  discussion  as  much 
as  possible  to  the  areas  of  interest 
to  me.  Since  I usually  see  the  same 
representative  again  in  future 
visits,  it  is  in  his  best  interest  to 
supply  me  with  the  most  honest, 
factual,  as  well  as  up-to-date 
information  about  his  products. 


“In  the  total  picture  of  dealing 
with  health  problems  in  this  country, 
there  is  a potential  for  detail  men 
to  play  a meaningful  role.” 

The  Positive  Influence 

My  contact  with  representa- 
tives and  salesmen  of  the  pharma- 
ceutical industry  is  the  type  of  con- 
tact that  people  in  a medical  center, 
research  people,  and  academic 
people  have  and  that’s  in  all  likelihooc 
on  a somewhat  different  level  from 
that  of  the  practicing  physician. 

Let  me  touch  on  how  I person- 
ally perceive  the  role  of  the  sales 
representative.  These  men  reach 
large  numbers  of  health  profes- 
sionals. Thus  they  could  be  — and 
at  times  actually  are  — dissemina- 
tors of  useful  information.  They 
could  consistently  serve  a real  edu- 
cational function  in  theirability  to 
discuss  their  products. 

At  present  they  do  distribute 
printed  material,  brochures  and 
pamphlets  — some  of  it  scientific- 
ally sound  and  therefore  truly  use- 
ful—as  well  as  some  excellent  films 
produced  by  the  pharmaceutical 
industry.  When  they  function  in  this 


Is  He  a Source  of  Information? 

Yes,  with  certain  reservations. 
The  average  sales  representative 
has  a great  fund  of  information 
about  the  drug  products  he  is  re- 
sponsible for.  He  is  usually  able  to 
answer  most  questions  fully  and 
intelligently.  He  can  also  supply 
reprints  of  articles  that  contain  a 
great  deal  of  information.  Here, 
too,  I exercise  some  caution.  I usu- 
ally accept  most  of  the  statements 
and  opinions  that  I find  in  the 
papers  and  studies  which  come 
from  the  largerteachingfacilities. 

It  goes  without  saying  that  a physi- 
cian should  also  rely  on  other 
sources  for  his  information  on 
pharmacology. 

Training  of  Sales  Representatives 

Ideally,  a candidate  for  the 
position  as  a sales  representative 
of  a pharmaceutical  company 
should  be  a graduate  pharmacist 
who  has  a questioning  mind.  I don’t 
think  this  is  possible  in  every  case, 
and  so  it  becomes  the  responsibility 


capacity  they  are  indeed  useful; 
particularly  in  the  fact  that  they 
disseminate  broadly  based  educa- 
tional material  and  serve  not  just 
as  ’’pushers”  of  their  drugs. 

The  Other  Side  of  the  Coin 

Obviously,  the  pharmaceuti- 
cal companies  are  not  producing  all 
this  material  as  a labor  of  love  — 
they  are  in  the  business  of  selling 
products  for  profit.  In  this  regard 
the  ambitious  and  improperly  moti- 
vated sales  representative  can 
exert  a negative  influence  on  the 
practicing  physician,  both  by  pre- 
senting a one-sided  picture  of  his 
product,  and  by  encouraging  the 
practitioner  to  depend  too  heavily 
on  drugs  for  his  total  therapy.  In 
these  ways,  the  salesman  has  often 
distorted  objective  reality  and 
undermined  his  potential  role  as  an 
educator. 

The  Industry  Responsibility 

Since  the  detail  man  must  be 
an  information  resource  as  well  as 
a representative  of  his  particular 
pharmaceutical  company,  he 
should  be  carefully  selected  and 


of  the  pharmaceutical  company  to 
train  these  individuals  comprehen- 
sively. It  is  of  very  great  importance 
that  the  detail  man’s  knowledge  of 
the  product  he  represents  be  con- 
stantly reviewed  as  well  as  up- 
dated. This  phase  of  the  sales  rep- 
resentative’s education  should  be  a 
major  responsibility  of  the  medical 
department  of  the  pharmaceutical 
company. 

I am  certain  that  most  of  these 
companies  take  special  care  to  give 
theirdetail  men  a great  deal  of  in- 
formation about  the  products  they 
produce  — information  about  indi- 
cations, contraindications,  side 
effects  and  precautions.  Yet,  al- 
though most  of  the  detail  men  are 
well  informed,  some,  unfortunately, 
are  not.  It  might  be  helpful  if  sales 
representatives  were  reassessed 
every  few  years  to  determine 
whether  or  not  they  are  able  to  ful- 
fill their  important  function.  Inci- 
dentally, I feel  the  same  way  about 
periodic  assessments  of  everyone 


in  the  health  care  field,  whether 
they  be  general  practitioners,  sur- 
geons or  salesmen. 

Value  of  Sampling 

I personally  am  in  favor  of 
limited  sampling.  I do  not  use 
sampling  in  order  to  perform  clini- 
cal testing  of  a drug.  I feel  that  drug 
testing  should  rightly  be  left  to  the 
pharmacology  researcher  and  to 
the  large  teaching  institutions 
where  such  testing  can  be  done  in 
a controlled  environment. 

I do  not  use  samples  as  a 
“starter  dose”  for  my  patients.  I do, 
however,  find  samples  of  drugs  to 
be  of  value  in  that  they  permit  me  to 
see  what  the  particular  medication 
looks  like.  I get  to  see  the  various 
forms  of  the  particular  medication 
atfirst  hand,  and  if  it  is  in  a liquid 
form  I take  the  time  to  taste  it.  In 
that  way  I am  able  to  give  my  pa- 
tients more  complete  information 
about  the  particular  medications 
that  I prescribe  for  them. 


thoroughly  trained.  That  training, 
perforce,  must  be  an  ongoing  one. 
There  must  be  a continuing  battle 
within  and  with  the  pharmaceutical 
industry  for  high  quality  not  only  in 
the  selection  and  training  of  its 
sales  representatives,  but  also  in 
the  development  of  all  of  its  promo- 
tional and  educational  material. 

The  industry  must  be  ready  to 
accept  constructive  as  well  as  cor- 
rective criticism  from  experts  in 
the  field  and  consumer  spokesmen, 
and  be  willing  to  accept  independ- 
ent peer  review.  The  better  edu- 
cated and  prepared  the  salesman 
is,  the  more  medically  accurate  his 
materials,  the  better  off  the  phar- 
maceutical industry,  health  pro- 
fessionals and  the  public— i.e.,  the 
patients  — will  be. 

Physician  Responsibility 

The  practicing  physician  is  in 
constant  need  of  up-dated  informa- 
tion on  therapeutics,  including 
drugs.  He  should  and  does  make 
use  of  drug  information  and  an- 
swers to  specific  questions  sup- 
plied by  the  pharmaceutical  repre- 
sentative. However,  that  informa- 


tion must  not  be  his  main  source  of 
continuing  education.  The  practi- 
tioner must  keep  up  with  what  is 
current  by  making  use  of  scientific 
journals,  refresher  courses,  and 
information  received  at  scientific 
meetings. 

The  practicing  physician  not 
only  has  the  right,  but  has  the  re- 
sponsibility to  demand  that  the 
pharmaceutical  company  and  its 
representatives  supply  a high  level 
of  valid  and  useful  information.  I 
feel  certain  that  if  such  a high  level 
is  demanded  by  the  physician  as 
well  as  the  public,  this  demand  will 
be  met  by  an  alert  and  concerned 
pharmaceutical  industry. 

From  my  experience,  my 
impression  is  that  sectors  of  the 
pharmaceutical  industry  are  indeed 
ethical.  I challenge  the  industry  as 
a whole  to  live  up  to  that  word  in  its 
finest  sense. 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.  W. 
Washington,  D.  C.  20005 


OVER  $1,000,000  IN  BENEFITS  PAID 
TO  THE  MEDICAL  SOCIETY  OF  VIRGINIA  MEMBERS 


Long-Term  Disability  Insurance 
At  Low  Group  Rates 


A Doctor’s  earned  income  can  stop 
when  he  is  SICK  or  HURT  and 
CAN’T  WORK.  Long-term  disabil- 
ity insurance  could  provide  the 
needed  CASH  when  this  happens. 


Here  are  a few  of  fhe  outstanding  features  of  this 
plan: 


1. 

2. 


Lifetime  accident  benefits 


Sickness  benefits  for  up  to  seven  years  or  to  age 
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3.  UNIQUE  definition  of  disability  (7  year  benefit 
period  if  sickness  prevents  you  from  engaging  in 
your  specialty) 

4.  Confinement  not  required  for  disability  benefits 

5.  Federal  income  tax-free  benefits 


ALSO 

As  a participant  in  this  plan  you  receive: 

1.  Special  low  group  rates 

2.  Convenient  local  claim  service 


Interested?  To  find  out  more,  simply  return  the  coupon  below  to  the  administrator  nearest  you. 


THE  PRICE  OF  A STAMP  MAY  ALSO  BUY  YOU  PEACE  OF  MIND 


Murphy  Insurance  & Travel  Ernest  L.  Baker  Associates 

108  2nd  St.,  S.  E.  Suite  1118 

Charlottesville,  Virginia  22901  205  34th  Street 

295-4157  Virginia  Beach,  Va.  23451 

425-1892 


Suter  Associates,  Inc. 

2425  Wilson  Blvd. 
Arlington,  Virginia  22201 
525-6700 


G.  C.  French  Agency,  Inc. 

1004  North  Thompson  Street 
Richmond,  Virginia  23230 
358-7141 


General  Insurance  of  Roanoke 

Shenandoah  Building 
Roanoke,  Virginia  24011 
345-8148 


I would  like  more  information  about  the  Long-term  Group 
Disability  Insurance  sponsored  by  The  Medical  Society  of 
Virginia. 

Name Phone 

Address  

City State Zip 
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The  Medical  Society 
of  Virginia 

ANNUAL  MEETING 

Roanoke 

October  23-26,  1975 


; > 


who  gras 
Itarcractaips? 


In  a recent  survey,  90%  of 
patients  said  they  would  have 
annual  checkups  if  their 
physicians  told  them  to  do  so. 
This  confirmed  what  we  have 
long  known  — your  key  role, 
doctor,  in  motivating  your 
patients  to  follow  good  health 
practices.  We  alert  the  public 
with  facts  about  cancer.  You 
follow  through  by  urging 
regular  checkups.  A life-saving 
combination.  | 


American  Cancer  Society  v 


Volume  102,  January,  1975 


The 

Pain  Phone 


When  a telephone  prescription 
for  pain  relief  is  necessary  or 
convenient,  you  can  call  in  your 
order  for  Empirin  Compound  with 
Codeine  in  45  of  the  50  statest 
That  includes  No.  4,  which  provides 
a full  grain  of  codeine  for  more 
intense,  acute  pain. 


urroughs  Wellcome  Co. 

1 Research  Triangle  Park 
Norlh  Carolina  27709 


tThe  exceptions 
Alaska.  Arizona,  Maine, 
Oregon.  Rhode  Island,  and 
the  District  ot  Columbia 


c CODEINE 

No.  4 codeine  phosphate* 
(64.8  mg)  gr  1 
No.  3 codeine  phosphate* 
(32  4 mg)gr  V2 

Each  tablet  also  contains  aspirin 
gr  3H>.  phenacetm  gr  2 vs 
caffeine  gr  VS 

•Warning -may  be  habit-forming 
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Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 

Indications:  Acute,  recurrent  or  chronic  nonob- 
structed  urinary  tract  infections  (primarily  pyelonephritis, 
pyelitis  and  cystitis)  due  to  susceptible  organisms.  Note: 
Carefully  coordinate  in  vitro  sulfonamide  sensitivity  tests 
with  bacteriologic  and  clinical  response;  add  aminobenzoic 
acid  to  follow-up  culture  media.  The  increasing  frequency  of  re- 
sistant organisms  limits  the  usefulness  of  antibacterials  includ- 
ing sulfonamides,  especially  in  chronic  or  recurrent  urinary  tract 
infections.  Measure  sulfonamide  blood  levels  as  variations  may 
occur;  20  mg/100  ml  should  be  maximum  total  level. 

Contraindications:  Sulfonamide  hypersensitivity;  pregnancy  at 
term  and  during  nursing  period;  infants  less  than  two  months  of  age. 

Warnings:  Safety  during  pregnancy  has  not  been  established. 
Sulfonamides  should  not  be  used  for  group  A beta-hemolytic  strep- 


tococcal infections  and  will  not  eradicate  or  pre- 1 
vent  sequelae  (rheumatic  fever,  glomerulonephritis)  I 
of  such  infections.  Deaths  from  hypersensitivity  reac-1 
tions,  agranulocytosis,  aplastic  anemia  and  other  blood  J 
dyscrasias  have  been  reported  and  early  clinical  signs  (sore  I 
throat,  fever,  pallor,  purpura  or  jaundice)  may  indicate  serious! 
blood  disorders.  Frequent  CBC  and  urinalysis  with  microscopic  I 
examination  are  recommended  during  sulfonamide  therapy.  Insuffi- 
cient data  on  children  under  six  with  chronic  renal  disease. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal  or 
hepatic  function,  severe  allergy,  bronchial  asthma;  in  glucose-6- 
phosphate  dehydrogenase-deficient  individuals  in  whom  dose- 
related  hemolysis  may  occur.  Maintain  adequate  fluid  intake  to 
prevent  crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias  (agranulocytosis,  aplas- 
tic anemia,  thrombocytopenia,  leukopenia,  hemolytic  anemia,  pur- 


nonob: 


is  Gantdnol 

(sulfamethoxazole) 

theropy  in 
ructedurinary 

infections? 


Because  it  is  considered 
a good  choice... 

■ for  efficacy  in  nonobstructed  cystitis,  pyelonephritis 
and  pyelitis 

■ for  control  of  susceptible  E.  coli,  Klebsiella- 
Aerobacter,  Staph,  aureus,  Proteus  mirabilis  and, 
less  frequently,  Proteus  vulgaris 

a for  prompt  antibacterial  blood  and  urine  levels  in 
from  2 to  3 hours  after  initial  2-gram  adult  dose 

■ for  economical  around-the-clock  coverage 

■ for  maximum  patient  cooperation  with  easy-to- 
remember  BID.  dosage 
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pura,  hypoprothrombinemia  and  methemoglobinemia);  allergic 
reactions  (erythema  multiforme,  skin  eruptions,  epidermal  necroly- 
sis, urticaria,  serum  sickness,  pruritus,  exfoliative  dermatitis,  ana- 
phylactoid reactions,  periorbital  edema,  conjunctival  and  scleral 
injection,  photosensitization,  arthralgia  and  allergic  myocarditis); 
gastrointestinal  reactions  (nausea,  emesis,  abdominal  pains,  hepa- 
titis, diarrhea,  anorexia,  pancreatitis  and  stomatitis);  CNS  reactions 
(headache,  peripheral  neuritis,  mental  depression,  convulsions, 
ataxia,  hallucinations,  tinnitus,  vertigo  and  insomnia);  miscellaneous 
reactions  (drug  fever,  chills,  toxic  nephrosis  with  oliguria  and 
anuria,  periarteritis  nodosa  and  L.E.  phenomenon).  Due  to  certain 
chemical  similarities  with  some  goitrogens,  diuretics  (acetazola- 
mide,  thiazides)  and  oral  hypoglycemic  agents,  sulfonamides  have 
caused  rare  instances  of  goiter  production,  diuresis  and  hypogly- 
cemia as  well  as  thyroid  malignancies  in  rats  following  long-term 
administration.  Cross-sensitivity  with  these  agents  may  exist. 


Dosage:  Systemic  sulfonamides  are  contraindicated  in  in- 
fants under  2 months  of  age  (except  adjunctively  with  pyrimetha- 
mine in  congenital  toxoplasmosis). 

Usual  adult  dosage:  2 Gm  (4  tabs  or  teasp.)  initially,  then  1 Gm 
b.i.d.  or  t.i.d.  depending  on  severity  of  infection. 

Usual  child’s  dosage:  0.5  Gm  (1  tab  or  teasp.) /20  lbs  of  body 
weight  initially,  then  0.25  Gm/20  lbs  b.i.d.  Maximum  dose  should 
not  exceed  75  mg/kg/24  hrs. 

Supplied:  Tablets,  0.5  Gm  sulfamethoxazole;  Suspension, 
0.5  Gm  sulfamethoxazole/teaspoonful. 
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Guest  Editorials 


"Medical  Writing 

I ONCE  HEARD  A PHYSICIAN  STATE  that  a doctor’s  ability  was 
inversely  proportional  to  the  size  of  his  car.  At  the  present  time  of  the 
energy  crisis  there  must  indeed  be  only  exceptional  physicians.  Last  week 
I heard  an  outstanding  anesthesiologist  of  a prominent  hospital  make  a 
similar  comment  referable  to  a surgeon’s  skill  and  the  amount  of  writing  he 
does.  Certainly,  there  are  excellent  surgeons  who  have  written  not  at  all 
and  there  are  skilled  surgeons  who  drive  Cadillac  or  Mercedes-Benz.  These 
provincial  attitudes  toward  medical  writing  are  met  with  glee  by  those  who 
are  devoid  of  literary  competence,  by  the  skeptic  who  rails  at  the  extra 
diligence  of  another,  and  by  those  few  who  are  competent  to  a limited 
extent  both  in  their  medical  specialties  and  intellectual  capability.  Many  times 
a single  case  report,  a review  of  some  interesting  medical  problem,  or  a 
summarizing  report  of  one’s  clinical  experience  on  some  special  aspect  of 
medicine  may  be  rewarding  not  only  to  the  reader  of  the  article,  but  of 
valued  significance  to  the  writer  himself.  For  the  writer  the  experience 
demands  a review  of  the  literature  and  this  in  itself  is  time-consuming  and 
laborious,  but  amazingly  stimulating.  After  all  the  material  has  been  gathered 
comes  the  more  difficult  feat  of  getting  it  down  upon  paper  in  an  orderly, 
coherent,  unambiguous,  terse,  grammatical  and  literary  acceptable  style. 
The  first  draft  of  the  paper  is  now  ready  for  the  typewriter.  Between 
conception  and  gestation  of  this  not  “world-shaking”  manuscript  comes 
the  painful  task  of  proofreading,  correction  of  sentence  structure,  elimi- 
nation of  the  irrelevant  phrase,  and  whittling  down  of  the  manuscript  to 
acceptable  prose.  Even  then  one  is  beset  by  many  misgivings.  Are  phrases 
trite,  has  essential  detail  been  omitted,  does  excess  verbosity  still  prevail, 
and  is  the  paper  worthy  of  publication?  In  addition  one  must  be  possessed 
of  a rather  tough  skin,  since  the  rejection  rate  of  articles  submitted  to  many 
major  journals  is  exceedingly  high.  To  those  of  you  who  have  never  tried, 
the  experience  is  well  worth  your  time.  Even  if  the  paper  is  never  pub- 
lished there  is  a personal  satisfaction  to  be  gained  by  the  author  in  his 
perusal  of  material  in  this  form  of  “continuing  education”. 

A.  R.  Coppola,  M.D. 


338  Main  Street 

Newport  News,  Virginia  23601 


Letter  to  U.S.  Senators  and  Congressmen  of  Virginia: 


PLEASE  THINK  TWICE  before  you  vote  for  any  legislation  which 
would  do  away  with  smallpox  vaccination.  Some  of  our  Public  Health 
people  are  advocating  the  stopping  of  smallpox  vaccinations  because  the 
disease  is  almost  stamped  out— and  two  or  three  children  in  a hundred  thou- 
sand may  die  from  reactions  to  the  vaccinations.  I cannot  understand  their 
line  of  reasoning.  One  hundred  and  seventy-six  years  of  vaccinations  since 
Edward  Jenner  introduced  successful  smallpox  vaccinations  in  1798  have 
brought  us  up  to  where  we  are  now.  Why  should  we  stop  and  lose  all  that 
we  have  gained?  Vaccination  programs  are  responsible  for  almost  eradicat- 
ing the  disease,  but  there  always  will  be  small  outbreaks  of  smallpox  in 
remote  corners  of  the  earth.  With  the  present  rate  of  world  travel,  any 
unvaccinated  person  would  be  in  danger  of  contracting  the  disease.  If  it 
was  necessary  to  vaccinate  for  all  these  years,  why  wouldn’t  it  be  just  as 
reasonable  to  vaccinate  now?  Which  is  more  sensible— lose  a few  from 
vaccination  reactions  or  thousands  in  an  epidemic?  Not  only  does  smallpox 
have  a mortality  rate  of  30%  to  60%  but  also  leaves  most  of  its  victims 
crippled  and  incapacitated  for  life. 

One  wonders  how  long  it  will  be  before  a movement  will  be  launched 
to  do  away  with  immunizations  against  polio,  measles,  diphtheria  pertussis, 
etc.  These  diseases  also  have  almost  been  eliminated  by  diligent  immunization 
programs. 

We  could  lose  our  freedom  and  our  American  way  of  life  by  abolishing 
smallpox  vaccinations.  Right  now,  we  are  enjoying  peaceful  coexistence 
and  friendly  relations  with  almost  all  nations,  but  there  are  still  those  who 
do  not  like  us.  They  would  hesitate  to  strike  us  with  missiles  and  atomic 
bombs— another  Pearl  Harbor  type  of  attack.  That  would  cripple  and 
destroy  our  factories  and  industrial  might  which  they  would  like  to  own  or 
control  intact.  Regardless  of  how  sudden  or  massive  a sneak  attack  might 
be,  there  would  still  be  enough  American  resistance  left  to  strike  back  and 
kill  thousands  of  their  own  people  and  tear  up  their  home  country.  A more 
humane  and  subtle  plan  would  be  desirable. 

Cunning  American  friends  of  this  foreign  power  could  organize  a national 
humanitarian,  non-profit  foundation,  with  hundreds  of  chapters  in  all  our 
States.  It  would  have  a very  patriotic-sounding  name  which  would  be  pop- 
ular with  all  American  people  because  of  its  benevolent  type  service.  It 
would  send  out  thousands  and  thousands  of  pieces  of  mail— seeking  funds 
and  distributing  literature.  This  literature  could  preach  fundamental  Ameri- 
canism and  isolationism— America  for  Americans  and  to  beware  of  too  much 
left  wing  foreign  influence.  All  the  chapters  would  be  manned  by  those 
carefully  vaccinated  against  smallpox.  After  the  “foundation”  would  grow 
for  two  or  three  years  and  would  become  a welcome  household  word 
throughout  our  land,  a very  heavy  mailing  of  literature  would  go  out  to 
every  post  office.  This  would  be  similar  to  dozens  of  previous  ones  except 
the  highly  colored  flowers  would  have  centers  composed  of  a special  protein 
substance  heavily  fortified  'with  smallpox  virus. 

Just  when  it  would  be  conceded  that  smallpox  did  not  exist  in  the  world 
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any  more,  America  would  come  down  with  one  of  the  worst  epidemics  in 
history.  It  would  be  a great  mystery.  How  could  it  happen?  Why  would 
it  be  all  over  the  country  at  the  same  time?  The  only  answer  would  be  that 
possibly  some  tourists  must  have  brought  it  back  from  a visit  to  an  undevel- 
oped country.  In  just  a few  days,  the  whole  United  States  would  be  vir- 
tually paralyzed.  Industry  would  grind  to  a standstill  because  so  many 
workers  would  be  ill.  Trucks  and  planes  would  be  grounded  because  the 
young  drivers  and  pilots  would  be  down  with  smallpox.  The  Armed  Forces 
would  be  unable  to  function  because  the  unvaccinated  and  unprotected 
thousands  of  young  soldiers  would  be  patients  in  the  hospitals  and  barracks. 
The  whole  Nation  would  become  a disaster  area.  We  would  not  have 
enough  well  people  to  cope  with  the  situation. 

When  our  plight  became  known  to  the  rest  of  the  world,  our  “friends” 
would  come  to  the  rescue.  They  would  be  welcome  visitors,  with  their 
great  cargo  planes  loaded  with  medical  supplies,  food  and  people  to  help 
nurse  the  sick  and  bury  our  dead.  The  situation  would  be  so  serious  that 
our  slow  form  of  democratic  government  couldn’t  move  fast  enough.  The 
military  would  have  to  take  over  until  we  could  get  back  upon  our  feet. 

Then  the  sad  news  would  leak  out.  At  an  appointed  time  in  the  night, 
our  “friends”  from  abroad  and  their  American  counterparts  had  taken  over 
all  branches  of  transportation,  communications,  labor  unions  and  command 
posts  in  the  United  States.  America  had  fallen— and  it  had  been  accomplished 
so  quietly— without  a shot  having  been  fired!  Our  Country  had  been  taken 
over  from  the  inside— just  like  ancient  China  was  taken  over  from  the  inside 
when  the  gates  of  the  Great  Wall  were  opened  to  let  the  conquerors  pour 
through.  Our  churches  would  become  “needed”  health  and  recreation 
centers.  The  freedom  which  our  forefathers  fought  and  died  for  would  be 
forever  lost— all  because  we  stopped  vaccinating  against  smallpox. 

Many  Americans  will  scoff  at  my  alarm  and  pass  it  off  as  the  dreaming  of 
a crackpot  small  town  doctor.  Maybe  so,  but  don’t  you  imagine  they  would 
have  said  the  same  thing,  if  I had  predicted  Pearl  Harbor  in  1930  or  1940? 

Please  think  twice  before  you  vote  for  any  legislation  which  would  do 
away  with  smallpox  vaccination. 

F.  Clyde  Bedsaul,  M.D. 

Floyd,  Virginia  24091 
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A Possible  New  Hazard  of  the 
Intrauterine  Contraceptive  Device 

HAROLD  D.  GABEL,  M.D. 
LEO  J.  DUNN,  M.D. 


Sepsis,  septic  shock  and  death  is 
reported  in  a patient  who  had  the 
combination  of  an  intrauterine 
contraceptive  device  and  intrau- 
terine pregnancy.  It  is  believed 
that  the  retention  of  an  intrau- 
terine device,  especially  the  Dai- 
kon Shield,  in  association  with 
an  intrauterine  pregnancy  may 
lead  to  serious  infection  or  death, 
a previously  unrecognized  risk. 

ONE  OF  THE  MOST  NOTABLE 
EVENTS  of  modern  medicine  has  been 
and  continues  to  be  the  extensive  usage  of 
various  forms  of  contraception.  The  emphasis 
in  our  nation  at  this  time  is  on  female  contra- 
ception, both  of  the  systemic  (pharmacologic) 
or  local  (mechanical)  types.  The  widespread 
use  of  both  methods  has  raised  a persistent 
concern  by  the  public  and  the  medical  pro- 
fession regarding  the  recognized  and  possibly 
unrecognized  health  hazards  of  these  tech- 
niques. Careful  statistical  studies  have  been 
pursued  and  an  extensive  literature  developed 
particularly  in  regard  to  the  oral  contracep- 

Gabel,  Harold  D.,  M.D.,  Director  Family 
Planning  Virginia  State  Health  Department ; As- 
sistant Professor  Obstetrics  & Gy  ?i  ecology , 
MCV / VCU ; Secretary,  Maternal  Welfare  Com- 
mittee, The  Medical  Society  of  Virginia. 

Dunn,  Leo  J.,  M.D.,  Professor  and  Chairman , 
Department  Obstetrics  & Gynecology,  MCV/ 
VCU;  Chairman,  Maternal  Welfare  Committee, 
The  Medical  Society  of  Virginia. 
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fives.19  Continued  vigilance  for  previously 
unrecognized  complications  seems  well  justi- 
fied, however,  since  it  is  often  only  after  pro- 
longed clinical  use  that  certain  hazards  may 
be  uncovered. 10,11 

l he  purpose  of  this  communication  is  to 
alert  the  practicing  physician  of  a suspected, 
previously  unrecognized,  hazard  which  ap- 
pears to  exist  in  patients  who  have  the  co- 
existence of  an  intrauterine  pregnancy  and  an 
intrauterine  device.  This  co-existence  would 
represent  a failure  of  the  I.U.D.,  which,  al- 
though uncommon,  is  known  to  occur  with  all 
presently  available  devices.  Recent  experiences 
in  various  parts  of  the  nation  strongly  suggest 
that  this  co-existence  may  lead  to  serious  in- 
trauterine infection,  most  frequently  in  the 
second  trimester  and  most  usually  involving 
the  Daikon  Shield.  These  peculiar  characteris- 
tics are  not  easily  explained  but  data  has  now 
been  accumulated  on  several  patients  with 
serious  sepsis  and  several  maternal  deaths.1213 

The  following  case  appears  to  represent  an- 
other such  occurrence.  This  patient  died  in 
the  State  of  Virginia  in  1972.  It  was  reported 
to  the  Maternal  Welfare  Committee  as  are  all 
maternal  deaths  in  the  Commonwealth.  With 
the  agreement  of  the  reporting  physicians  it 
was  felt  important  that  the  case  be  published 
to  alert  other  physicians  as  to  the  apparent 
risks  and  to  suggest  possible  alternatives  to 
management. 

Case  Report 

This  patient  was  a 38  year  old,  Gravida  7, 
Para  5/0/ 1/5,  white  female,  who  had  the  in- 
sertion of  a Daikon  Shield  intrauterine  con- 
traceptive device,  in  July,  1971.  Her  last  men- 
strual period  was  recorded  as  mid-November, 
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1971.  The  patient  experienced  low  abdominal 
pressure  and  “vaginal  spotting’’  in  January  and 
February  of  1972,  with  occasional  dysuria 
self-treated  with  “Doan’s  Pills”. 

She  was  first  seen  at  20  weeks  gestation, 
when  she  presented  herself  to  the  hospital  on 
April  15,  1972.  The  patient  complained  that 
she  had  been  awakened  by  severe  backache 
which  persisted  and  low  abdominal  pain  which 
became  l^ss  severe.  She  also  had  noted  dy- 
suria  for  two  days  prior  to  the  onset  of  this 
illness.  At  2:00  p.m.  when  she  presented  to 
the  Emergency  Room  of  the  hospital,  her 
temperature  was  103.2 °F,  pulse  80,  respira- 
tions 20,  and  blood  pressure  was  90/50.  Ex- 
amination showed  direct  and  rebound  tender- 
ness in  lower  abdomen  with  the  uterus  two 
finger  breadths  below  the  umbilicus.  There 
was  bilateral,  mild  costovertebral  angle  ten- 
derness and  tenderness  in  both  vaginal  fornices 
and  upon  moving  the  uterus.  Pelvic  examina- 
tion revealed  an  opened  cervix  with  bloody 
material  present.  GravindexR  pregnancy  test 
was  positive;  catheterized  urine  showed  1-3 
WBC  and  3-6  RBC  and  no  bacteria.  The  im- 
pression at  that  time  was  imminent  abortion 
with  probable  urinary  tract  infection. 

The  family  history,  past  history  and  sys- 
tems review  were  all  noncontributory.  At 
4:00  p.m.,  she  was  admitted  to  the  hospital 
with  a temperature  of  101.8  degrees,  pulse 
144,  respirations  of  20,  blood  pressure  60/40. 
She  was  treated  with  intravenous  fluids  and 
antibiotics. 

At  7:00  p.m.,  the  fetal  membranes  ruptured 
spontaneously  and  at  7:30  p.m.,  an  oxytocin 
drip  was  started.  At  9:00  p.m.,  an  obstetrical 
consultation  was  obtained,  and  evaluation  at 
this  time  indicated  a temperature  of  97.4, 
pulse  90,  respirations  20,  blood  pressure  68/50 
and  the  hematocrit  was  35%.  A macerated 
fetus  20  cm.  (crown-rump)  length  was  spon- 
taneously delivered  but  difficulty  was  en- 
countered in  removing  the  placenta.  Curet- 
tage for  retained  placenta  was  done  obtaining 
a large  amount  of  tissue.  Severe  bleeding  was 
reported  which  was  treated  by  transfusion. 
In  addition  to  the  placental  tissue,  a “regular 


size”  Daikon  Shield  was  also  obtained.  The 
uterus  was  packed,  Methergine  and  Pitocin 
drips  were  given,  but  bleeding  continued.  The 
estimated  blood  loss  to  this  point  was  2,000- 
3,000  ml.  and  the  patient  was  given  seven 
units  of  whole  blood.  At  10:45  p.m.,  a sub- 
total hysterectomy  was  performed  under  gen- 
eral anesthesia  in  order  to  control  the  hemor- 
rhage. The  length  of  the  operation  was  one 
hour  and  45  minutes,  and  the  patient’s  blood 
pressure  was  100/40  throughout.  Two  ad- 
ditional units  of  whole  blood  were  administer- 
ed during  the  operation. 

At  1:00  a. m.,  on  April  16,  1972,  the  pa- 
tient’s blood  pressure  was  noted  to  be  78/30, 
nasal  02  was  administered,  and  vaginal  bleed- 
ing was  described  as  “scant”.  Urinary  output 
was  poor  and  gradually  decreased  as  did  the 
blood  pressure.  At  4:45  a.m.,  blood  pressure 
was  30/20,  the  pulse  was  120.  Blood  and  fluid 
replacement  was  continued  and  the  blood 
pressure  was  maintained  at  100/60  with  I.Y. 
Aramine.  At  9:30  a.m.,  an  intravenous  pyelo- 
gram  was  obtained  but  there  was  insufficient 
excretory  function  to  delineate  the  ureters. 
An  attempt  at  a retrograde  pyelogram  was  un- 
successful. At  10:30  a.m.,  there  was  “signs 
of  fluid  overload”.  The  total  urine  output 
from  7:00  a.m.  to  3:00  p.m.  was  26.5  cc.  Lab- 
oratory studies  at  this  time  showed  a platelet 
count  of  30,000,  Lee-White  coagulation  time 
12  minutes,  hemoglobin  10.1  grams  percent, 
hematocrit  29%,  and  a WBC  of  20,400. 

At  3:30  p.m.,  the  blood  pressure  was  with- 
in the  100/60  range,  and  within  one  hour  a 
medical  consultant  noted  “no  blood  pressure” 
and  Kussmaul  respirations.  Diagnoses  made  at 
that  time  were  septicemia  (presumable  gram 
negative),  circulatory  collapse,  possible  coag- 
ulopathy and  acidosis,  and  a bicarbonate  de- 
ficiency of  400  milliequivalents. 

At  8:30  p.m.,  the  blood  pressure  was  90/60, 
temperature  100.4  degrees  and  the  patient  de- 
scribed as  “restless”.  A urological  consultant 
demonstrated  ureteral  patency  by  ureteral 
catheterization.  The  urinary  output  was  4 ml/ 
hr. 

On  April  17,  1972,  at  5:00  a.m.,  blood  pres- 
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sure  90/60,  pulse  was  120,  and  the  tempera- 
ture 101  degrees.  The  following  laboratory 
studies  were  obtained:  Urine  culture  (taken 
on  April  15,  1972)  grew  out  Hemolytic  Staph 
and  Candida,  blood  cultures  grew  out  E Coli 
and  chest  x-ray  showed  pulmonary  edema 
and/or  pneumonitis.  EKG  showed  tachy- 
cardia with  “no  ischemia  or  strain”,  and  pro- 
thrombin time  was  63  seconds.  At  10:15  p.m., 
blood  pressure  was  again  difficult  to  obtain 
and  one  hour  later,  the  patient  was  pronounced 
dead,  57  hours  after  entering  the  hospital. 

The  final  diagnosis,  without  autopsy,  was 
“Septic  abortion  with  gram  negative  septi- 
cemia due  to  E.  Coli  with  circulatory  collapse, 
acute  bilateral  renal  cortical  necrosis  due  to 
prolonged  septic  and  blood  loss  shock.” 

Antibiotic  therapy  included  Polycillin,  Pen- 
icillin, Chloromycetin,  and  Gentamycin.  At- 
tempts to  treat  shock  and  fluid  overload  in- 
cluded Solumedrol,  Aramine,  Furosemide, 
Cedalanid,  Levophed,  and  Regitine. 

Discussion 

The  reasons  why  sepsis  tends  to  appear 
midway  through  pregnancy  rather  than  in  the 
first  trimester  or  evenly  distributed  throughout 
gestation  is  difficult  to  explain.  Perhaps  future 
reporting  will  show  this  temporal  relationship 
to  be  inconstant.  However,  speculation  at  the 
moment  suggests  that  the  lateral  spicules  of 
the  Daikon  Shield  causes  local  tissue  damage 
in  sufficient  degree  as  to  create  a nidus  for 
infection  more  frequently  than  seen  with 
other  types  of  I.LT.D. 

In  view  of  these  findings  it  is  now  sug- 
gested that  patients  wearing  I.LT.D.’s,  especial- 
ly the  Daikon  Shield,  be  warned  to  report  to 
their  physician  if  an  expected  menstrual  period 
is  delayed  in  excess  of  two  weeks.  If  preg- 
nancy is  then  diagnosed  the  device  should  be 
removed  while  the  tail  is  still  visible  in  the 
vagina  in  spite  of  the  increased  risk  of  sub- 
sequent abortion.  Patients  who  are  found  with 
more  advanced  pregnancies  where  the  I.U.D. 
is  located  high  in  the  uterus  should  be  warned 
of  the  risks  of  sepsis,  take  q.i.d  temperatures 
at  home,  be  followed  at  weekly  or  two-weekly 
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intervals,  and  be  seen  promptly  for  any  occur- 
rence of  abdominal  or  pelvic  pain,  bleeding  or 
chills.  The  occurrence  of  fever  is  an  indication 
for  antibiotic  therapy  and  interruption  of 
pregnancy. 
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Hyperalimentation  in  Traumatic  Rupture  of  Pancreas 


J.  J.  NADER,  M.D. 
Richmond,  Virginia 


A new  approach  is  presented  to 
simplify  complicated  treatment 
of  ruptured  pancreas. 

Hyperalimentation  has  played  a 

major  role  in  surgical  treatment  of  gastro- 
intestinal fistula  and  other  problems  such  as 
pancreatitis  malnutrition,  etc. 

Dudrick  et  al1  demonstrated  normal  growth 
and  development  through  total  hyperalimen- 
tation. There  have  been  many  other  reports 
which  have  appeared  in  recent  literature.2  3 


However,  its  use  in  trauma  cases  especially 
in  rupture  of  pancreas  had  been  limited,  as 
rupture  of  pancreas  only  is  seen  in  1/100  of 
all  injuries  to  the  abdomen. 

Case  History:  J.  K.,  25  year  old  female, 
was  admitted  through  the  emergency  room  in 
shock.  She  was  involved  in  an  automobile  ac- 
cident prior  to  admission.  Upon  arrival,  emer- 
gency treatment  was  given  and  blood  pressure 
was  raised.  On  physical  examination,  fracture 
of  the  jaw  was  noted  and  abdomen  was  rigid 
and  tender.  Large  lacerations  were  noted  on 
right  knee.  With  a diagnosis  of  internal  in- 


FIGURE  I 


* Reprinted  from  Surgery  Annual— 1973,  Appleton,  Century,  Crofts,  publishers. 
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Single  unit  Preparation  of  Adult  Hyperali- 
mentation solution. 


juries,  the  patient  was  taken  to  the  operating 
room.  On  abdominal  exploration,  a large 
amount  of  blood  mixed  with  bile  was  noted 
in  the  abdominal  cavity.  Internal  injuries  in- 


I'igurc  2 

eluded  ruptured  pancreas,  rupture  of  two 
areas  of  the  first  part  of  duodenum,  laceration 
of  the  liver  (right  lobe),  cholelithiasis  (inci- 
dental finding)  hematoma  of  second  part  of 
duodenum,  hematoma  of  mesentery  and  hema- 
toma of  pancreas. 

Operations  performed:  Repair  of  laceration 
of  first  part  of  duodenum,  cholecystectomy, 
repair  of  laceration  of  liver,  insertion  of  T- 
Tube  in  common  duct,  gastrostomy.  Pan- 
creatic rupture  adjacent  to  duodenum  was 
drained  with  two  one-inch  penrose  drains, 
bringing  drains  our  through  separate  stab 
wounds  on  the  right  flank. 

Post-operative  course  was  satisfactory.  On 
the  third  post-operative  day,  hyperalimenta- 
tion catheter  was  placed  through  the  right 
subclavian  vein  and  extended  to  the  superior 
vena  cava.  (Fig.  I.) 

Feeding  was  started  and  advanced  to  2500 
calories  in  3000  cc.  fluid  by  the  third  day. 
The  basic  formula  used  is  below. 
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350  ml.  50%  glucose  + 750ml.  5%  glu- 
cose in  5%  protein  hydrolysate.. 

Aseptic  mixing  technique  under  laminar- 
flow,  filtered-air  hood. 


Volume 

. . . . 1,100 

ML. 

Calories 

. . . . 1,000 

Cal. 

Glucose 

. . . . 212 

GM. 

Hydrolysates  . . . 

37 

GM. 

Nitrogen 

5.25 

GM. 

Sodium  

7 

mEq. 

Potassium  

13 

mEq. 

Multi-vitamins  and  other  drugs  added.  So- 
lution was  made  by  the  pharmacist. 

On  the  fifth  day  post-operative,  the  drains 
were  removed  and  a ileostomy  bag  was  placed 
on  the  fistula  site  with  extensive  drainage.  The 
amylase  from  the  drainage  was  about  2000 
units.  Hyperalimentation  was  continued  for 
a three  week  period.  All  the  tubes  were  re- 
moved and  the  patient  was  discharged  thirty 
days  after  her  admission,  eating  regular  food, 
without  drainage  and  no  complications. 

Up  to  date,  ten  months  post-operative,  no 
complications  were  noted  and  no  other  sur- 
gical procedures  are  indicated.  The  patient 
has  been  working  full  time  for  ten  months. 
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Osteopathic  Theories  and  Practice 


The  theories  and  practice  of  os- 
teopathic medicine  are  unfamil- 
iar to  many  physicians  in  Vir- 
ginia. The  purpose  of  this  paper 
is  to  familiarize  the  reader  with 
the  theories  and  practice  both  as 
they  are  similar  to  and  different 
than  traditional  medicine. 

THERE  are  six  schools  in  the  United  States 
giving  D.O.  degrees.  Each  school  has 
classes  of  approximately  125  students.  The 
schools  have  four  year  courses,  with  the  first 
year  stressing  such  basic  sciences  as  anatomy, 
histology,  biochemistry,  physiology,  and  phar- 
macology. The  second  year  includes  physiol- 
ogy and  pharmacology  with  pathology  and 
lectures  in  medicine  and  surgery.  These  two 
years  also  include  lecture  and  laboratory 
courses  in  osteopathy.  Half  of  the  third  year 
is  devoted  to  clerkship  with  general  practi- 
tioners. There  is  a strong  emphasis  on  family 
practice  in  the  osteopathic  medical  schools.  In 
Philadelphia,  for  example,  approximately  60% 
of  the  family  physicians  are  D.O.’s.  The  re- 
maining portion  of  the  third  year  and  the 
fourth  year  is  devoted  to  hospital  rotations  in 
medicine  and  surgery.  The  students  admitted 
to  osteopathic  schools  are  required  to  have 
bachelor  of  arts  or  science  degrees. 

Definition  and  Concepts  of  Osteopathic 
Medicine 

A definition  of  osteopathy  according  to 
Dorland’s  Medical  Dictionary  is  “a  system  of 

Lowenstf.tn,  Mitchell  B.,  D.O.,  Junior  As- 
sistant Resident , Medical  College  of  Virginia. 


MITCHELL  B.  LOWENSTEIN,  D.O. 
Richmond,  Virginia 

therapy  founded  by  Andrew  Taylor  Still  and 
based  on  the  theory  that  the  body  is  capable  of 
making  its  own  remedies  against  disease  and 
other  toxic  conditions  when  it  is  in  normal 
structural  relationship  and  has  favorable  en- 
vironmental conditions  and  adequate  nutri- 
tion.” 1 

The  general  concepts  of  osteopathy  accord- 
ing to  I.  M.  Korr,  Ph.D.,  who  is  involved  in 
research  in  osteopathy  at  the  Kirksville  College 
of  Osteopathy  and  Surgery,  are:2 

1.  The  body  is  a unit;  all  parts  function 
in  the  context  of  the  entire  organism. 

2.  Disease  is  a reaction  of  the  organism  as 
a whole.  Abnormal  structure  or  function  in 
one  part  exerts  abnormal  influence  on  other 
parts  and , therefore , on  the  total  body  econ- 
omy. These  first  two  concepts  are  common 
to  all  practicing  medicine.  We  all  consider 
multiorgan  involvement  in  disease  as  well 
as  psychological  manifestations  seen  with 
disease. 

3.  The  organism  has  the  inherent  capac- 
ity to  defend  itself , and  to  resist  serious  up- 
sets hi  equilibria.  Examples  are  the  immuno- 
logic and  the  blood  buffer  systems. 

4.  The  nervous  system  plays  a dommant 
organizing  role  in  the  disease  processes.  In 
reference  to  number  four,  how  does  the 
nervous  system  interrelate  different  body 
structures  and  play  an  organizing  role  in 
disease?  There  are  four  reflex  pathways. 
Figure  one  illustrates: 

a.  Somatosomatic— as  a deep  tendon  re- 
flex, the  afferent  is  a stimulus  be  it  tem- 
perature, mechanical  or  chemical  above 
threshold  level  triggering  a receptor  to 
initiate  an  impulse  carried  to  the  posterior 
horn  of  the  gray  matter  of  the  spinal  cord 
then  to  an  internuncial  neuron,  then  to 
the  anterior  horn  cell,  then  to  an  alpha 
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SYMPATHETIC  CHAIN 


SOMATIC 

RECEPTOR 


A.  SOMATICOSOMATIC  REFLEX 


EFFECTOR 


SOMATIC 

RECEPTOR 


B.  SOMATICOVISCERAL  REFLEX  J 
\ 


EFFECTOR 


motor  neuron  conducting  to  a motor  end 
plate;  or  a somatic  afferent  directly  to  the 
anterior  horn  cell  which  conducts  direct- 
ly to  the  motor  end  plate. 

b.  The  next  reflex  is  the  somaticovis- 
ceral  as  in  vasoconstriction.  The  thresh- 
old stimulus  is  applied  to  the  somatic  re- 


ceptor, an  afferent  is  initiated,  activation 
of  the  sympathetic  system  requires  syn- 
apse with  the  cells  of  the  mediolateral 
cells  in  the  thoracic  and  lumbar  spinal 
cord,  the  next  synapse  is  in  the  paraverte- 
bral sympathetic  ganglion  which  initiates 
the  visceral  or  sympathetic  efferent. 

c.  The  viscerosomatic,  also  called  the 
visceromotor,  viscerotrophic  or  viscero- 
sensory is  the  next  basic  reflex.  Examples 
are  hyperalgesia  or  muscle  guarding.  The 
afferent  is  an  autonomic  nerve  which  has 
as  its  central  connection  an  anterior  horn 
cell  through  which  a voluntary  efferent 
response  is  conveyed. 

d.  The  last  type  of  reflex  is  the  vis- 
cerovisceral. The  afferent  is  from  an  or- 
gan initiating  through  an  internuncial 
neuron  stimulation  of  a cell  body  of  the 
intermediolateral  gray  column  whose 
dendrite  reaches  the  sympathetic  chain 
that  sends  an  impulse  to  cardiac  muscle, 
smooth  muscle  or  gland  tissue. 

5.  There  is  a somatic  component  to  every 
disease  which  not  only  is  a manifestation  of 
the  disease,  but  an  important  contributing 
factor.  There  is  a triad  of  somatic  manifes- 
tations of  visceral  pathology  that  is  recog- 
nized by  all: 

a.  Referred  Pain:  In  many  cases  the 
pain  of  visceral  disease  is  not  felt  in  the 
organ  itself,  but  is  referred  to  the  soma, 
that  is  skin  and  musculoskeletal  structures. 
Very  often  these  somatic  structures  do 
not  overlie  the  area  of  the  diseased  vis- 
cera and  may  be  spatially  remote,  but 
share  a segmental  relationship  to  the  vis- 
cera. Angina  pectoris  is  a familiar  ex- 
ample. 

b.  Hyperalgesia:  This  includes  the 
oversensitivity  of  muscle  and  skin  to  a 
tactile  stimulus  in  areas  related  segmental- 
ly  to  pathologically  altered  viscus. 

c.  Motor  Phenomena:  This  is  sustain- 
ed muscle  contraction  and  rigidity  in 
muscles  segmentally  related  to  pathologic 
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viscus.  An  example  is  abdominal  muscle 
wall  rigidity  in  peritonitis. 

Investigators  have  demonstrated  that 
experimental  trauma  to  certain  visceral 
organs  produced  recordable  contractions 
of  skeletal  muscles  in  corresponding  spinal 
segments.3  These  contractions  could  be 
reproduced  by  irritation  of  other  somatic 
structures  within  the  segment.  A point 
of  further  investigation  is  the  effect  of 
somatic  stimulation  on  visceral  structures. 

6.  Appropriate  treatment  of  the  somatic 
component  has  important  therapeutic  value 
in  that  it  leads  to  improvement  in  the  other 
components.  It  was  recognized  by  workers 
in  this  field  that  the  secondarily  irritated 
structures  may  themselves  become  second- 
ary sources  of  irritation.  Given  visceral  dis- 
ease and  the  reference  phenomena,  perhaps 
the  irritation  contributed  by  the  most  acces- 
sible part  of  the  complex  can  be  focused 
upon.  The  pain  due  to  visceral  pathology 
can  be  relieved  by  local  anesthetization  of 
involved  skin  areas.  The  pain  relief  outlasts 
the  expected  duration  of  the  local  anesthe- 
sia.4 Sustained  muscular  contractions  asso- 
ciated with  visceral  disease  is  a source  of 
secondary  irritation.5  Rigid  muscles  identi- 
fied by  palpation  that  are  infiltrated  with 
local  anesthetic  agents  show  subsequent  im- 
provement in  associated  autonomic  disturb- 
ances.6 Detection  of  pain,  hyperesthesia,  hy- 
peralgesia, muscle  spasm  or  limited  motion 
in  the  vertebral  ad  paravertebral  tissue  may 
suggest  disorders  at  the  site  of  the  segment- 
ally  related  viscera.  The  aim  of  manipula- 
tive therapy  is  to  affect  visceral  structures 
by  improving  somatic  dysfunction  that  is 
considered  to  be  associated  with  visceral 
disease. 

In  physical  diagnosis  it  is  not  adequate  to  con- 
sider isolated  physical  findings.  The  entire  data 
base  must  be  dealt  with.  Spinal  findings  simply 
suggest  possibilities  that  should  be  confirmed 
or  ruled  out  by  further  study.  On  the  other 
hand,  the  absence  of  associated  visceral  disease 
in  the  presence  of  musculoskeletal  derange- 


ment by  no  means  rules  out  the  possibility  that 
the  musculoskeletal  changes  may  lead  to  or  be 
associated  with  future  organ  disease.  This  is 
perhaps  the  most  important  consideration  with 
manipulative  therapy  since  the  prevention  of 
disease  is  the  ideal  aim  of  clinical  medicine. 

Therapy 

The  osteopathic  treatment  of  structural 
problems  is  manipulative  in  addition  to  the  use 
of  medications  and  mechanical  devices.  Man- 
ual functions  are  frequently  relegated  to  phy- 
sical therapy;  however,  with  the  physician 
sensing  progressive  tissue  change  from  phy- 
sical forces  being  applied,  there  is  the  oppor- 
tunity to  alter  therapy  in  keeping  with  the 
serial  changes. 

The  use  of  manipulative  therapy  as  a means 
of  intervention  in  visceral  disease  is  controver- 
sial. There  is  some  theoretical  validity,  experi- 
mental support  and  repeated  clinical  observa- 
tion supporting  this  approach.  Osteopathic 
physicians  also  use  accepted  methods  of  treat- 
ment in  medical  and  surgical  disorders  with 
the  osteopathic  approach  to  diagnosis  and 
treatment  assuming  an  adjunctive  role.  No 
physician  in  good  conscience  can  ignore  ac- 
cepted and  successful  methods  of  treatment 
for  the  sake  of  a philosophy  or  a school  of 
medical  politics. 

Summary 

Osteopathic  therapeutics  techniques  assume 
the  role  of  an  extra  modality  that  may  yield 
additional  benefits  to  patients  when  used 
properly  and  when  indicated.  The  osteo- 
pathic approach  to  the  patient  is  useful  in  the 
evaluation  of  visceral  disease  in  its  recognition 
of  somatic  manifestations  of  visceral  dysfunc- 
tion. In  structural  disease  osteopathic  medicine 
offers  specific  modes  of  therapy. 

In  short,  the  contributions  of  the  osteopathic 
school  of  medicine  are: 

a.  a unified  philosophy  for  approach- 
ing patient  care. 

b.  an  additional  modality  for  treating 
musculoskeletal  disorders  and  evaluating 
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and  possibly  affecting  visceral  pathology. 

I am  indebted  to  Charles  L.  Cooke,  M.D. 
for  his  encouragement  and  advice  during  the 
writing  of  this  paper. 
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"Staplepuncture"  as  "Hokum" 


I here  is  no  scientific  validity  for  a new 
weight-reducing  scheme  called  “staplepunc- 
ture” and  there  is  evidence  that  it  can  cause 
harm.  “This  is  an  obvious  attempt  to  capitalize 
on  the  public  interest  in  acupuncture  and  on 
the  public  clamor  for  an  easy  way  to  lose 
weight,”  said  Robert  H.  Moser,  M.D.,  editor 
of  the  Journal  of  the  American  Medical  As- 
sociation. 

Dr.  Moser  said  claims  that  “staplepuncture” 
is  effective  in  stopping  cigarette  smoking,  al- 
coholism or  drug  addiction  are  equally  lack- 
ing in  scientific  validity. 

“Staplepuncture”  means  the  insertion  of 
small  metal  staples  in  the  ears  at  so  called  acu- 
puncture points.  The  theory  is  that  by  wig- 
gling the  staples  with  a finger,  the  patient 
loses  the  urge  to  overeat,  to  smoke  or  to  drink 
alcoholic  beverages. 

Dr.  Moser  cited  one  case  history  involving 
“staplepuncture”  for  the  loss  of  weight. 

“The  patient  had  infected  cars  when  she 
was  examined  by  her  physician.  He  found  a 
metal  staple  sticking  out  the  inner  helex  (the 
crease  in  the  upper  part  of  the  outer  shell)  of 
each  car.  There  was  an  infected  area  around 
each  of  the  staples. 

“In  checking  with  the  patient,  the  physi- 
cian learned  that  she  had  wanted  to  lose  10  to 
20  pounds  and  had  seen  advertisements  ex- 


tolling staplepuncture  for  the  treatment  of 
obesity.  She  said  she  went  to  the  advertised 
center  and,  with  four  other  patients,  was  given 
a lecture  by  the  operator  about  losing  weight. 
She  said  the  operator  performed  no  physical 
examination,  took  no  medical  history,  but  gave 
each  patient  a very  strict  diet  of  approximately 
400  calories  and  a small  sample  of  a high 
potency  vitamin.  He  then  showed  them  an 
acupuncture  chart  of  an  ear  and  claimed  that 
the  obesity  nerve  endings  were  in  the  ear  and 
by  putting  a staple  in  the  ear  he  could  block 
the  hunger  drive.  He  said  that  if  the  patients 
got  hungry  while  on  the  diet,  all  they  had  to 
do  was  to  ‘wiggle’  the  staples  in  their  ears  and 
their  hunger  would  be  eliminated.” 

He  also  was  critical  of  the  staplepuncture 
center’s  charge  of  $10  for  what  he  called  a 
“semi-starvation”  diet  and  $35  for  the  two 
small  wire  staples— plus  the  fact  that  the  pa- 
tient was  required  to  pay  the  $45  in  advance 
and  sign  a waiver  of  any  rights  if  the  patient 
did  not  lose  weight.  “There  was  no  follow  up, 
either  for  the  patient  on  this  dangerously  low 
diet  or  for  the  possible  effects  of  the  staples  in 
their  ears.” 

“The  AMA  is  receiving  a number  of  calls 
daily  on  staplepuncture.  We  believe  the  situa- 
tion is  so  out  of  hand  that  the  public  must  be 
warned  about  it.” 
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The  Evaluation  of  Pleural  Effusions 

Discussion  by: 

WILLIAM  B.  HUNT,  M.D. 

Dr.  Byrd  S.  Leavell:  The  topic  for  Grand 
Rounds  is  the  diagnostic  evaluation  of  pleural 
effusions.  Dr.  Patton  Saul  will  present  the 
patient.  Dr.  William  Hunt  will  discuss  the 
topic. 

Dr.  Patton  Saul:  P.M.,  a 48  year  old 
white  housewife,  was  admitted  to  the  Uni- 
versity of  Virginia  Hospital  on  August  27, 
1974,  for  evaluation  of  weakness  and  shortness 
of  breath.  In  January  1974,  the  patient  fell 
and  injured  the  left  knee;  all  symptoms  sub- 
sided after  a few  days.  In  May  1974,  she  de- 
veloped intermittent  pain  and  swelling  in  the 
left  leg.  In  June  1974,  the  patient  was  ad- 
mitted to  the  University  of  Virginia  Hos- 
pital for  evaluation  of  left  leg  pain,  shortness 
of  breath,  and  pleuritic  pain.  Physical  exami- 
nation was  normal  except  for  an  erythema- 
tous, warm  and  swollen  left  thigh,  rales  in  the 
left  lower  lung  field,  and  bilateral  breast 
masses.  Chest  roentgenogram  demonstrated  a 
small  infiltrate  in  the  left  costophrenic  angle 
and  bilateral  hilar  and  right  peritracheal 
lymphadenopathy.  A lung  scan  revealed  mul- 
tiple perfusion  defects  in  both  lung  fields.  The 
primary  diagnoses  were  deep  vein  thrombo- 
phlebitis and  multiple  pulmonary  emboli;  the 
patient  was  placed  on  anticoagulation  therapy. 
During  this  admission,  a positive  intermediate 
strength  PPD  was  also  observed,  and  three 
sputum  smears  for  acid-fast  bacteria  were  neg- 
ative. The  patient  was  advised  to  undergo 
mediastinoscopy  and  breast  biopsy  for  evalu- 


ation of  the  hilar  lymphadenopathy  and  bi- 
lateral breast  masses,  but  she  declined.  She 
was  discharged  two  weeks  after  admission  on 
coumadin  and  isoniazid. 

On  August  14,  1974,  the  patient  came  to  the 
Emergency  Room  complaining  of  shortness  of 
breath  and  coughing  up  blood.  Evaluation  in 
the  Emergency  Room  included  a chest  roent- 
genogram which  demonstrated  a left  lower 
lobe  infiltrate  and  a large  left  pleural  effusion. 
The  prothrombin  time  was  67/12  seconds. 
Because  of  hypoprothrombinemia  and  hemop- 
tysis, admission  to  the  hospital  was  recom- 
mended; however  the  patient  declined  ad- 
mission. Coumadin  was  discontinued  and  she 
returned  home.  Over  the  ensuing  two  weeks, 
the  patient  noted  progressive  shortness  of 
breath  and  weakness.  She  was  readmitted  to 
the  hospital  on  August  30  for  further  evalu- 
ation. 

Physical  examination  revealed  a dyspneic 
woman  with  blood  pressure  170/80,  pulse  120/ 
min,  respirations  3 2 /min,  and  temperature 
37.5°  C.  Chest  examination  demonstrated  di- 
minished breath  sounds  and  dullness  to  per- 
cussion over  the  left  lower  lung  field.  Breast 
examination  disclosed  two,  firm,  non-tender 
and  freely  moveable  breast  masses.  One  was 
located  in  the  upper,  outer  quadrant  of  the 
right  breast  and  the  other  was  present  in  the 
upper  medial  quadrant  of  the  left  breast.  Ex- 
amination of  the  left  thigh  revealed  swelling, 
erythema,  and  a palpable  venous  cord.  The 
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remainder  of  the  examination  was  unremark- 
able. 

Laboratory  Data:  Hematocrit  37  percent. 
White  blood  cell  count  8,800  cells  per  mm:! 
with  a normal  differential  count.  Prothrombin 
time  16.5/12.5  seconds.  The  platelet  count 
402,000  per  mm3.  Chest  roentgenogram  dem- 
onstrated a large  left  pleural  effusion  in  addi- 
tion to  bilateral  hilar  and  right  peritracheal 
lymphadenopathy.  Arterial  blood  gasses  on 
room  air  revealed  pCL  56  mmHg,  pC02  35 
mniHg,  and  pH  7.54.  SMA  6 and  12  were 
within  normal  limits  except  for  a serum  al- 
bumin of  2.6  grams  percent,  and  serum  LDH 
of  600  I.U. 

Hospital  Course:  The  initial  diagnoses  were 
recurrent  deep  vein  thrombophlebitis  and  left 
pleural  effusion.  The  pleural  effusion  was 
thought  to  be  secondary  to  either  pulmonary 
emboli,  breast  malignancy,  tuberculosis  or 
sarcoidosis.  On  the  first  hospital  day,  the  pa- 
tient underwent  a pleural  biopsy  and  thora- 
centesis with  the  removal  of  1,200  milliliters 
of  serosanguineous  fluid.  The  pleural  fluid 
cell  count  was  1,000  leukocytes  per  mm3  with 
90%  lymphocytes.  The  specific  gravity  was 
1.023,  protein  content  3.2  grams  percent,  glu- 
cose 120  milligrams/ 100  ml,  and  LDH  594 
I.U.  Microscopic  examination  of  the  pleural 
biopsy  specimen  revealed  a few  atypical  cells. 
The  left  pleural  fluid  reaccumulated  rapidly 
and  thoracentesis  was  repeated  on  the  third 
hospital  day.  Analysis  of  the  second  specimen 
of  pleural  fluid  was  similar  to  the  initial  find- 
ings. However,  cytologic  examination  showed 
cells  indicative  of  adenocarcinoma.  The  pa- 
tient subsequently  had  needle  biopsies  of  both 
breast  masses,  and  microscopic  examination 
of  these  specimens  disclosed  infiltrative  ad- 
enocarcinoma in  both  breasts. 

Dr.  Leavell:  Dr.  Saul,  prior  to  the  find- 
ing of  malignant  cells  in  the  pleural  fluid,  what 
were  the  probable  etiologies  of  this  patient’s 
pleural  effusion? 

Dr.  Sale:  A malignant  pleural  effusion  was 
the  major  consideration.  However,  other 
etiologic  possibilities  were  (1)  pleural  effusion 
secondary  to  pulmonary  infarction,  (2)  tuber- 


culous pleural  effusion,  and  (3)  pleural  effu- 
sion secondary  to  sarcoidosis. 

Dr.  Leavell:  May  we  review  the  roent- 
genograms now? 

Radiologist:  In  July  1969,  the  patient  was 
admitted  to  the  University  of  Virginia  Hos- 
pital for  treatment  of  smoke  inhalation.  A 
chest  roentgenogram  at  this  time  demonstrated 
pleural  effusion  in  the  right  base,  a prominent 
left  hilum  and  widening  of  the  mediastinum, 
probably  secondary  to  mediastinal  lymphad- 
enopathy. The  lateral  film  demonstrated  a 
retrocardiac  infiltrate  in  the  left  lower  lung 
field.  A chest  roentgenogram  on  August  14, 
1974,  revealed  a large  left  pleural  effusion  in 
addition  to  the  previous  chest  roentgenogram 
findings.  On  September  11,  1974,  a chest 
roentgenogram  after  thoracentesis  demon- 
strated a small  left  pleural  effusion.  There  is 
evidence  of  progressive  widening  of  the  medi- 
astinum, and  there  is  a soft  tissue  density  in 
the  left  supraclavicular  region. 

Dr.  Saul:  The  density  in  the  left  apical 
area  is  a supraclavicular  lymph  node.  This 
lymph  node  has  become  prominent  on  physi- 
cal examination  within  the  last  four  days. 
The  lymph  node  is  a hard,  irregular  mass 
which  is  palpated  behind  the  left  sternoclei- 
domastoid muscle. 

Dr.  Leavell:  Although  the  patient  has  ex- 
perienced persistent  shortness  of  breath,  she 
has  consented  to  participate  in  Grand  Rounds. 
How  are  you  feeling? 

Patient:  I feel  better,  thank  you. 

Dr.  Leavell:  In  what  way  are  you  feeling 
better? 

Patient:  I am  less  short  of  breath  and  the 
coughing  has  improved. 

Dr.  Leavell:  Have  you  had  a cough  for 
a long  time? 

Patient:  Yes. 

Dr.  Leavell:  Do  you  smoke  cigarettes? 

Patient:  Yes,  I have  smoked  about  one  to 
two  packs  per  day  for  fifteen  years. 

Dr.  Leavell:  Did  you  have  a cough  while 
you  were  smoking? 

Patient:  Yes. 

Dr.  Leavell:  When  did  you  begin  to  ex- 
perience shortness  of  breath? 
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Patient:  About  two  days  before  my  ad- 
mission to  the  hospital  in  June,  I became  short 
of  breath.  I also  had  pain  in  my  chest. 

Dr.  Leavell:  Did  you  have  difficulty  with 
your  left  leg  at  this  time? 

Patient:  Yes,  my  left  leg  was  swollen  and 
was  so  painful  that  I could  hardly  walk. 

Dr.  Leavell:  Did  you  cough  up  blood? 

Patient:  Not  then,  but  when  I was  treated 
with  anticoagulants,  I coughed  up  blood  sev- 
eral times. 

Dr.  Leavell:  Did  you  notice  any  lumps 
in  your  breasts  before  you  were  admitted  to 
the  hospital  for  the  first  time? 

Patient:  No. 

Dr.  Leavell:  During  the  first  admission, 
you  were  advised  to  undergo  biopsy  proce- 
dures. W hy  did  you  decide  not  to  have  these 
biopsies? 

Patient:  I did  not  want  to  be  put  to  sleep. 

Dr.  Leavell:  Now  that  you  have  under- 
gone the  breast  biopsies,  what  is  your  opinion? 

Patient:  It  was  a very  simple  operation. 

Dr.  Leavell:  Thank  you  for  speaking 
with  us,  today. 

Dr.  William  Hunt:  Before  discussing  the 
analysis  of  pleural  effusions,  I would  like  to 
review  the  process  of  pleural  fluid  formation. 
Normally,  a small  amount  of  fluid  exists  with- 
in the  pleural  space,  between  the  visceral  and 
parietal  pleura.  This  pleural  fluid  is  formed 
by  the  filtration  of  plasma  through  capillary 
endothelium  and  is  dependent  on  capillary 
hydrostatic  or  filtration  pressure,  and  plasma 
oncotic  pressure.  The  systemic  circulation 
supplies  the  thoracic  wall  and  parietal  pleura 
whereas  the  pulmonary  circulation  perfuses 
the  visceral  pleura.  Because  the  filtration  pres- 
sure in  the  systemic  circulation  is  higher  than 
the  pressure  in  the  pulmonary  circulation, 
pleural  fluid  is  probably  formed  by  the  filtra- 
tion of  plasma  through  capillaries  in  the 
parietal  pleura.  This  transudative  fluid  is  re- 
absorbed by  lymphatics  and  venules  located 
in  the  parietal  and  visceral  pleura.  Dr.  P.  B. 
Stewart  has  studied  the  filtration  and  reabsorp- 
tion of  pleural  fluid  with  isotopic  techniques 
and  has  estimated  that  650  to  700  milliliters 
of  pleural  fluid  is  formed  and  reabsorbed 


during  a 24  hour  period.1  These  isotope  studies 
have  demonstrated  the  dynamics  involved  in 
the  normal  formation  and  reabsorption  of 
pleural  fluid,  and  have  clarified  the  mecha- 
nisms responsible  for  an  abnormal  collection 
of  fluid  in  the  pleural  space. 

Fluid  in  the  pleural  space  is  defined  as  a 
pleural  effusion.  In  normal  individuals,  this 
small  pleural  effusion  is  not  evident  on  a chest 
roentgenogram.  In  disorders  of  the  pleura,  al- 
teration of  normal  filtration  and  reabsorption 
of  fluid  may  lead  to  an  accumulation  of  pleu- 
ral fluid.  Usually,  accumulation  of  300  to  500 
milliliters  of  fluid  in  the  pleural  space  results 
in  blunting  of  the  costophrenic  angle  in  a pos- 
terior-anterior chest  roentgenogram.  My  sub- 
sequent comments  will  focus  on  the  evalua- 
tion of  pleural  effusion  which  is  apparent  by 
either  physical  examination  or  chest  roentgen- 
ogram. 

An  abnormal  collection  of  fluid  in  the  pleu- 
ral space  is  either  indicative  of  an  alteration 
in  the  circulatory  and  oncotic  pressures,  a 
transudate,  or  is  suggestive  of  disorders  which 
involve  the  visceral  and  parietal  pleura,  an 
exudate.  However,  not  all  disorders  of  the 
pleura  are  associated  with  pleural  effusions. 
Therefore,  the  absence  of  a pleural  effusion 
does  not  exclude  the  presence  of  a pleural 
disease  process.  Nevertheless,  when  a pleural 
effusion  is  present,  the  differentiation  between 
a transudative  or  exudative  effusion  may  be 
helpful  in  determining  the  etiology  of  the 
effusion. 

A transudative  effusion  is  present  when 
circulatory  or  oncotic  disturbances  have  al- 
tered the  formation  or  reabsorption  of  fluid, 
resulting  in  excessive  fluid  formation.  An  al- 
teration of  the  pleural  surface,  or  destruction 
of  the  capillary  endothelium  in  the  pleura 
does  not  occur  with  the  formation  of  a tran- 
sudate. The  pathophysiologic  processes  re- 
sponsible for  transudative  pleural  effusions  in- 
clude congestive  heart  failure,  cirrhosis,  ne- 
phrosis, or  hypoproteinemia.  On  the  other 
hand,  exudative  effusions  result  from  disease 
processes  which  involve  the  pleural  surface 
and  which  cause  destruction  of  the  pleural 
capillary  membranes  and  lead  to  accumulation 
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of  blood  products  in  the  pleural  space.  Ex- 
udative pleural  effusions  may  be  caused  by 
infection  in  the  pleural  space,  collagen  vas- 
cular disease,  malignancies,  or  pulmonary  in- 
farction. 

Prospective  investigations  of  pleural  effu- 
sions by  Dr.  Light  and  his  associates  have  de- 
veloped criteria,  which  accurately  separate 
pleural  effusions  into  transudates  or  exudates.- 
Their  studies  have  emphasized  the  inadequa- 
cies of  parameters  which  were  previously 
utilized  in  categorizing  pleural  fluid.  For  in- 
stance, a pleural  fluid  specific  gravity  of  great- 
er than  1.015,  and  a pleural  fluid  protein 
greater  than  3 grams  percent  were  thought  to 
be  indicative  of  an  exudative  effusion.  How- 
ever, if  specific  gravity  and  protein  content 
arc  used  to  classify  pleural  fluid  then  the  pleu- 
ral fluid  will  be  miscategorized  in  approxi- 
mately 1 5 percent  of  the  cases.  Dr.  Light 
developed  a more  precise  classification  of  pleu- 
ral flui'd  utilizing  (1)  the  ratio  of  pleural  fluid 
protein  to  serum  protein,  (2)  the  ratio  of 
lactic  acid  dehydrogenase  in  pleural  fluid  to 
lactic  acid  dehydrogenase  in  serum  and  by 
determining  (3)  the  absolute  level  of  pleural 
lactic  acid  dehydrogenase  (LDH)  (Table  I). 


The  pleural  fluid  is  an  exudate  if  one  of  the 
following  three  criteria  are  satisfied.  First, 
the  pleural  fluid  to  serum  protein  ratio  should 
be  greater  than  0.5.  Second,  the  pleural  fluid 
to  serum  LDH  ratio  should  be  greater  than 
0.6.  And  third,  the  absolute  pleural  fluid  LDH 
level  should  be  greater  than  two-thirds  of  the 
upper  limits  of  normal  for  serum  LDH.  For 
example,  the  pleural  fluid  protein  from  this 
patient’s  analysis  was  3.2  grams  percent,  and 
the  serum  protein  level  was  6.6  grams  per- 
cent; the  ratio  of  pleural  fluid  protein  to  serum 
protein  is  0.48.  The  LDH  in  the  patient’s 
serum  was  600  I.U.  and  the  LDH  in  the  pleu- 
ral fluid  was  594  I.U.  The  absolute  LDH 
level  in  this  patient’s  pleural  fluid  is  greater 
than  two-thirds  of  the  upper  limits  of  normal 
for  serum  LDH,  and  the  pleural  fluid  LDH 
to  serum  LDH  ratio  is  greater  than  0.6.  There- 
fore, two  of  the  three  criteria  indicate  that  this 
patient’s  effusion  is  an  exudate.  These  cri- 
teria do  not  specify  the  etiologic  process  re- 
sponsible for  the  pleural  effusion.  However, 
the  application  of  these  three  criteria  has  re- 
duced the  incidence  of  false-negative  categori- 
zation by  decreasing  the  classification  of  ex- 
udates as  transudates.  The  decrease  in  false- 


EVALUATION  OF  PLEURAL  EFFUSION 
TRANSUDATE  versus  EXUDATE 


Old  Classification: 

Specific  Gravity  greater  than  1.015 
Pleural  Fluid  Protein  greater  than  3.0  gm% 


Presence  of  one  or  both 

New  Classification: 

Pleural  Fluid  Protein 

Serum  Protein 

Pj£uraj^[uH_LDii 

Serum  LDH 
Pleural  Fluid  LDH 


~ Exudate 

greater  than  0. 5 

greater  than  0.6 

greater  than  2/3 
of  Normal  Serum  LDH 


Percentage 

JncorrecHj^Cjassified 


15% 


Presence  of  one,  two  or  all  of  these  — Exudate 

Table  I:  Comparison  of  classifications  of  pleural  effusions. 
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negative  classification  should  result  in  further 
investigation  into  the  etiologic  factors  re- 
sponsible for  an  exudative  pleural  effusion. 

DIFFERENTIAL  DIAGNOSIS  OF 
PLEURAL  EFFUSION 


I.  Transudative  Pleural  Effusions 

A.  Congestive  heart  failure 

B.  Cirrhosis 

C.  Nephrotic  syndrome 

D.  Acute  glomerulonephritis 

E.  Myxedema 

F.  Peritoneal  dialysis 

G.  Hypoproteinemia 


II.  Exudative  Pleural  Effusions 

A.  Infectious  diseases 

1.  Tuberculosis 

2.  Bacterial  infections 

3.  Viral  infections 

4.  Fungus  infections 

5.  Parasitic  infections 

B.  Neoplastic  diseases 

1.  Mesotheliomas 

2.  Metastatic  disease 

C.  Collagen  vascular  diseases 

1.  Systemic  lupus  erythematosus 

2.  Rheumatoid  pleuritis 

D.  Pulmonary  infarction 

E.  Gastrointestinal  diseases 

1 . Pancreatitis 

2.  Esophageal  rupture 

3.  Subphrenic  abscess 

4.  Hepatic  abscess 

5.  Whipple's  disease 

6.  Diaphragmatic  hernia 

F.  Trauma 

1 . Hemothorax 

2.  Chylothorax 

G.  Drug  hypersensitivity 

1.  Nitrofurantoin 

2.  Methysergide 

H.  Miscel laneous  diseases 

1 . Asbestos  exposure 

2.  Meigs'  syndrome 

3.  Pulmonary  and  lymph  node  myomatosis 

4.  Uremia 

5.  Postmyocardial  infarction  syndrome 

6.  Trapped  lung 

7.  Congenital  abnormalities  of  the 
lymphatics 

8.  Sarcoidosis 


Table  II:  Etiologies  of  transudative  and  exudate  pleural 
effusions  (reprinted  by  permission  of  the  publisher  of 
Continuing  Education  for  the  Family  Physician  from 
the  paper  by  Light,  August  1974). 


These  etiologies  may  include  (1)  infections, 
especially  bacterial,  fungal  or  tuberculous, 
(2)  drugs  (i.e.  nitrofurantoin),  (3)  pulmo- 
nary infarction,  (4)  collagen  vascular  disease 
(systemic  lupus  erythematosus  or  rheumatoid 
arthritis),  (5)  malignancy,  (6)  sarcoidosis, 
(7)  trauma,  or  (8)  gastrointestinal  disorders 
(esophageal  rupture  or  pancreatitis)  (Table 

II). 

The  prospective  analysis  of  pleural  effusions 
has  selected  measurements  which  are  the  most 
helpful  in  diagnosis.  Quantitation  of  red 
blood  cells  in  pleural  fluid  is  not  particularly 
useful  in  distinguishing  between  a transudate 
or  exudate.  Additionally,  the  red  blood  cell 
count  is  of  limited  value  in  differentiating  the 
probable  etiologies  of  an  exudative  effusion. 
Traumatic  and  malignant  effusions,  or  effu- 
sions resulting  from  pulmonary  infarction, 
may  have  a red  blood  cell  count  of  greater 
than  100,000  cells  per  cubic  millimeter.  Thus 
a red  blood  cell  count  in  this  range  may  be 
helpful  in  differentiating  these  causes  of  an 
exudative  effusion  from  other  possibilities. 

The  limitations  in  the  usefulness  of  the  red 
blood  cell  count  are  also  present  in  the  pleu- 
ral fluid  white  cell  count.  Transudates  usually 
have  white  blood  cell  counts  of  less  than 
1,000  cells  per  cubic  milliliter.  Pleural  fluid 
white  cell  counts  above  this  level  are  usually 
associated  with  exudative  effusions.  Never- 
theless, a pleural  fluid  white  blood  cell  count 
which  is  greater  than  10,000  cells  per  cubic 
millimeter  is  usually  associated  with  infec- 
tious, or  collagen-vascular  diseases.  The  type 
of  white  blood  cells  in  a pleural  effusion  may 
vary  depending  on  the  duration  of  the  exuda- 
tive process.  In  most  disease  processes,  the 
differential  count  will  initially  show  predomi- 
nence  of  polymorphonuclear  leukocytes,  but 
as  the  disease  process  progresses,  a predomi- 
nence  of  lymphocytes  will  usually  develop. 
Furthermore,  a persistent  lymphocytosis  of 
greater  than  fifty  percent  on  differential  count 
may  signify  the  presence  of  either  a malignant 
or  a tuberculous  effusion.  However,  it  should 
be  emphasized  that  a lymphocyte  count  of  less 
than  fifty  percent  does  not  exclude  a malig- 
nant or  tuberculous  etiology.  Furthermore, 
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pleural  eosinophilia  was  previously  thought  to 
be  suggestive  of  tuberculous  pleuritis  but  re- 
cent evidence  has  not  supported  this  associ- 
ation. 

The  determination  of  pleural  fluid  glucose 
is  an  integral  part  of  the  pleural  fluid  analysis. 
The  pleural  fluid  glucose  is  usually  reduced 
in  effusions  secondary  to  infections,  rheuma- 
toid pleuritis  or  malignant  pleuritis.  Earlier 
reports  suggested  that  tuberculous  pleural  ef- 
fusions had  a markedly  reduced  pleural  fluid 
glucose.  However,  subsequent  investigation 
has  revealed  that  tuberculous  effusions  have 
an  average  pleural  fluid  glucose  of  50  milli- 
grams/100 ml.  However,  significantly  re- 
duced pleural  fluid  glucose  is  associated  with 
rheumatoid  pleuritis.  In  fact,  a pleural  fluid 
glucose  of  less  than  5 milligrams/ 100ml  is 
almost  diagnostic  of  rheumatoid  pleuritis  when 
found  in  individuals  with  rheumatoid  arth- 
ritis. Finally,  malignant  pleural  effusions  may 
be  associated  with  a reduction  of  pleural  fluid 
glucose.  Decrease  in  pleural  fluid  glucose  is 
especially  notable  when  the  malignant  effu- 
sion is  large  or  when  the  effusion  contains 
an  excessive  number  of  malignant  cells. 

The  measurement  of  pleural  fluid  amylase 
is  not  by  itself  diagnostic,  and  elevation  of 
pleural  fluid  amylase  is  usually  associated  with 
disease  processes  which  are  readily  apparent 
from  other  analytical  and  clinical  parameters. 
The  pleural  fluid  amylase  may  be  elevated  in 
left  pleural  effusions  associated  with  acute 
pancreatitis.  Additionally,  pleural  effusions 
which  are  secondary  to  esophageal  rupture  or 
secondary  to  pulmonary  and  pancreatic  ma- 
lignancies may  have  elevation  of  pleural  fluid 
amylase.  However,  in  a prospective  study  of 
malignant  pleural  effusions,  pleural  fluid  amy- 
lase was  elevated  in  only  ten  per  cent  of  the 
cases.  Therefore,  the  amylase  determination 
is  of  limited  value  and  the  finding  of  increased 
pleural  fluid  amylase  is  beneficial  by  drawing 
attention  to  pleural  disease  processes  which  are 
not  clinically  suspected. 

In  addition  to  pleural  fluid  glucose  and  amy- 
lase, another  measurement  recently  used  in 
pleural  fluid  analysis  is  the  pleural  fluid  pH. 
The  pleural  fluid  pH  is  not  a very  specific 


measurement  but  pH  determination  in  pleural 
effusions  may  have  some  prognostic  signifi- 
cance. First,  in  pleural  effusions  secondary  to 
pneumonia,  a pleural  fluid  pH  of  greater  than 
7.20  is  associated  with  spontaneous  resolution 
of  the  effusion.  On  the  other  hand,  pleural 
fluid  pH  of  less  than  7.20  indicates  that  chest 
tube  insertion  may  be  necessary  for  resolution 
of  the  effusion.  Second,  a pleural  fluid  pH 
of  less  than  7.2  can  be  secondary  to  a rheuma- 
toid pleuritis,  and  a pleural  fluid  pH  of  less 
than  7.30  may  be  associated  with  a tubercu- 
lous pleuritis.  Third,  pleural  fluid  pH  be- 
tween 7.3  to  7.4  is  nonspecific.  Finally,  a pleu- 
ral fluid  pH  of  greater  than  7.4  is  associated 
with  malignant  effusions. 

Although  the  previous  pleural  fluid  meas- 
urements such  as  cell  count,  glucose,  amylase 
and  pH,  are  somewhat  nonspecific,  the  cyto- 
logic examination  of  the  pleural  fluid  can  be 
specific  information.  In  a prospective  study 
on  proven  malignant  pleural  effusions,  the 
identification  of  malignant  cells  in  the  first 
pleural  fluid  analysis  was  made  in  60  percent 
of  the  cases.  The  second  pleural  fluid  evalu- 
ation identified  malignant  cells  in  80  percent 
of  the  cases  and  a third  analysis  revealed  a 
positive  identification  of  malignant  cells  in  90 
percent  of  the  cases.  Therefore,  three  sep- 
arate thoracentesis  and  pleural  fluid  analysis 
should  confirm  the  presence  of  malignant 
pleural  effusion  in  90  percent  of  the  cases. 
An  adjunct  to  cytologic  examination  is  the 
lupus  erythematosus  cell  preparation  which 
can  be  performed  on  cells  in  pleural  fluid. 
The  LE  cell  prep  of  pleural  fluid  may  be 
valuable  primarily  because  the  pleural  fluid 
LE  prep  is  occasionally  positive  prior  to  the 
development  of  a positive  serum  LE  prep  in 
patients  with  subsequently  proven  lupus 
erythematosus. 

Another  procedure  which  is  important  in 
the  evaluation  of  pleural  effusions  is  pleural 
biopsy.  An  excellent  prospective  study  of 
222  pleural  biopsies,  performed  in  163  pa- 
tients, was  reported  by  Dr.  Scerbo,  et  al.3  Of 
66  patients  who  had  malignant  pleural  fluids 
the  initial  pleural  biopsy  was  diagnostic  in  40 
percent.  In  49  patients,  who  were  subse- 
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Important  Note:  This  drug  is  not  a simple  anal- 
gesic Do  not  administer  casually.  Carefully 
evaluate  patients  before  starting  treatment  and 
keep  them  under  close  supervision.  Obtain  a 
detailed  history,  and  complete  physical  and 
laboratory  examination  (complete  hemogram, 
urinalysis,  etc.)  before  prescribing  and  at  fre- 
quent intervals  thereafter.  Carefully  select  pa- 
tients, avoiding  those  responsive  to  routine 
measures,  contraindicated  patients  or  those 
who  cannot  be  observed  frequently.  Warn  pa- 
tients not  to  exceed  recommended  dosage 
Short-term  relief  of  severe  symptoms  with  the 
smallest  possible  dosage  is  the  goal  of  therapy 
Dosage  should  be  taken  with  meals  or  a full 
glass  of  milk.  Substitute  alka  capsules  for 
tablets  if  dyspeptic  symptoms  occur.  Patients 
should  discontinue  the  drug  and  report  immedi- 
ately any  sign  of  fever,  sore  throat,  oral  lesions 
(symptoms  of  blood  dyscrasia);  dyspepsia, 
epigastric  pain,  symptoms  of  anemia,  black  or 
tarry  stools  or  other  evidence  of  intestinal 
ulceration  or  hemorrhage,  skin  reactions,  signi- 
ficant weight  gain  or  edema  A one-week  trial 
period  is  adequate  Discontinue  in  the  absence 
of  a favorable  response  Restrict  treatment 
periods  to  one  week  in  patients  over  sixty 
Indications  Rheumatoid  arthritis,  osteoarthritis, 
bursitis,  acute  gouty  arthritis  and  rheumatoid 
spondylitis 

Contraindications  Children  14  years  or  less; 
senile  patients;  history  or  symptoms  of  G I.  in- 
flammation or  ulceration  including  severe,  re- 
current or  persistent  dyspepsia;  history  or 
presence  of  drug  allergy,  blood  dyscrasias; 
renal,  hepatic  or  cardiac  dysfunction;  hyperten- 
sion, thyroid  disease;  systemic  edema;  stomatitis 
and  salivary  gland  enlargement  due  to  the  drug 
polymyalgia  rheumatica  and  temporal  arteritis; 
patients  receiving  other  potent  chemothera- 
peutic agents,  or  long-term  anticoagulant 
therapy. 

Warnings:  Age.  weight,  dosage,  duration  of  ther- 
apy. existance  of  concomitant  diseases  and 
concurrent  potent  chemotherapy  affect  inci- 
dence of  toxic  reactions.  Carefully  instruct  and 
observe  the  individual  patient,  especially  the 
aging  (forty  years  and  over)  who  have  increased 
susceptibility  to  the  toxicity  of  the  drug  Use 
lowest  effective  dosage  Weigh  initially  unpre- 


dictable benefits  against  potential  risk  of 
severe,  even  fatal,  reactions.  The  disease  con- 
dition itself  is  unaltered  by  the  drug  Use  with 
caution  in  first  trimester  of  pregnancy  and  in 
nursing  mothers  Drug  may  appear  in  cord 
blood  and  breast  milk  Serious,  even  fatal,  blood 
dyscrasias.  including  aplastic  anemia,  may 
occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  ces- 
sation of  drug  Any  significant  change  in  total 
white  count,  relative  decrease  in  granulo- 
cytes. appearance  of  immature  forms,  or  fall  in 
hematocrit  should  signal  immediate  cessation 
of  therapy  and  complete  hematologic  investiga- 
tion Unexplained  bleeding  involving  CNS. 
adrenals,  and  G I tract  has  occurred.  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea, 
and  sulfonamide-type  agents.  Carefully  observe 
patients  taking  these  agents  Nontoxic  and  toxic 
goiters  and  myxedema  have  been  reported  (the 
drug  reduces  iodine  uptake  by  the  thyroid). 
Blurred  vision  can  be  a significant  toxic  symp- 
tom worthy  of  a complete  ophthalmological  ex- 
amination Swelling  of  ankles  or  face  in 
patients  under  sixty  may  be  prevented  by 
reducing  dosage  If  edema  occurs  in  patients 
over  sixty,  discontinue  drug 
Precautions  The  following  should  be  accom- 
plished at  regular  intervals  Careful  detailed 
history  for  disease  being  treated  and  detection 
of  earliest  signs  of  adverse  reactions;  complete 
physical  examination  including  check  of  pa- 
tient s weight;  complete  weekly  (especially  for 
the  aging)  or  an  every  two  week  blood  check, 
pertinent  laboratory  studies  Caution  patients 
about  participating  in  activity  requiring  alert- 
ness and  coordination,  as  driving  a car.  etc. 
Cases  of  leukemia  have  been  reported  in  pa- 
tients with  a history  of  short-  and  long-term 
therapy  The  majority  of  these  patients  were 
over  forty.  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia 
Adverse  Reactions  This  is  a potent  drug;  its 
misuse  can  lead  to  serious  results.  Review  de- 
tailed information  before  beginning  therapy 
Ulcerative  esophagitis,  acute  and  reactivated 
gastric  and  duodenal  ulcer  with  perforation 
and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G I bleeding  with  anemia, 
gastritis,  epigastric  pain,  hematemesis.  dys- 


pepsia. nausea,  vomiting  and  diarrhea,  abdomi- 
nal distention,  agranulocytosis,  aplastic  anemia, 
hemolytic  anemia,  anemia  due  to  blood  loss  in- 
cluding occult  G.l  bleeding,  thrombocytopenia, 
pancytopenia,  leukemia,  leukopenia,  bone 
marrow  depression,  sodium  and  chloride  re- 
tention, water  retention  and  edema,  plasma 
dilution,  respiratory  alkalosis,  metabolic  acido- 
sis. fatal  and  nonfatal  hepatitis  (cholestasis  may 
or  may  not  be  prominent),  petechiae.  purpura 
without  thrombocytopenia,  toxic  pruritus, 
erythema  nodosum,  erythema  multiforme, 
Stevens-Johnson  syndrome.  Lyell  s syndrome 
(toxic  necrotizing  epidermolysis),  exfoliative 
dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphylactic  shock, 
urticaria,  arthralgia,  fever,  rashes  (all  allergic 
reactions  require  prompt  and  permanent  with- 
drawal of  the  drug),  proteinuria,  hematuria 
oliguria,  anuria,  renal  failure  with  azotemia, 
glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical 
necrosis,  renal  stones,  ureteral  obstruction  with 
uric  acid  crystals  due  to  uricosuric  action  of 
drug,  impaired  renal  function,  cardiac  decom- 
pensation. hypertension,  pericarditis,  diffuse 
interstitial  myocarditis  with  muscle  necrosis, 
perivascular  granulomata,  aggravation  of  tem- 
poral arteritis  m patients  with  polymyalgia  rheu- 
matica. optic  neuritis,  blurred  vision,  retinal 
hemorrhage,  toxic  amblyopia,  retinal  detach- 
ment, hearing  loss,  hyperglycemia,  thyroid 
hyperplasia,  toxic  goiter,  association  of  hyper- 
thyroidism and  hypothyroidism  (causal  relation- 
ship not  established),  agitation,  confusional 
states,  lethargy.  CNS  reactions  associated  with 
overdosage,  including  convulsions,  euphoria, 
psychosis,  depression,  headaches,  hallucina- 
tions. giddiness,  vertigo,  coma,  hyperventila- 
tion. insomnia,  ulcerative  stomatitis,  salivary 
gland  enlargement 
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quently  proven  to  have  tuberculous  pleuritis, 
the  pleural  biopsy  and  culture  of  the  pleural 
fluid  was  diagnostic  in  over  80  percent  of  the 
cases.  On  the  other  hand,  culture  of  the  pleu- 
ral fluid  without  pleural  biopsy  will  be  diag- 
nostic of  tuberculous  pleuritis  in  only  20-30 
percent  of  known  tuberculous  effusions.  In 
addition  to  culture  of  the  pleural  fluid,  tissue 
culture  of  the  pleura  obtained  from  pleural 
biopsy  has  proven  beneficial  in  the  evaluation 
of  tuberculous  effusions.  For  example,  in  a 
report  by  Scharer  and  McClement,  40  patients 
with  presumed  tuberculous  pleuritis  wrere  di- 
agnosed by  pleural  fluid  culture,  pleural  bi- 
opsy, and  culture  of  pleural  biopsy  material.4 
The  pleural  biopsy  culture  was  positive  for 
tuberculous  pleuritis  in  22  of  40  patients  (55 
percent)  and  the  pleural  fluid  culture  ^rew 
acid  fast  bacilli  in  nine  of  40  cases  (23  per- 
cent). The  pleural  biopsy  culture  grew  acid 
fast  bacilli  in  six  cases  in  which  no  histologic 
evidence  of  tuberculosis  was  present  and  in 
w’hich  no  acid  fast  bacilli  grew  in  pleural  fluid 


Pleural  biopsy  culture  positive 
for  tubercle  baci Ili 

Pleural  fluid  culture  positive 
for  tubercle  bacil li 

Acid-fast  bacilli  seen  in  tissue 
sections 


ritis.  In  a group  of  biopsy  specimens,  which 
wrere  initially  diagnosed  as  non-specific  pleu- 
ritis, approximately  40  percent  were  sub- 
sequently found  to  have  malignant  effusions 
and  19  percent  were  eventually  diagnosed  as 
having  tuberculous  effusions.  A repeat  pleu- 
ral biopsy  was  diagnostic  in  an  additional  14 
percent  of  tuberculous  effusions  and  in  an- 
other 14  percent  of  malignant  effusions.  A 
third  pleural  biopsy  did  not  significantly  in- 
crease the  ability  to  diagnose  malignant  or 
tuberculous  effusions. 

In  summary,  this  patient’s  pleural  effusion 
was  secondary  to  breast  malignancy.  Appli- 
cation of  the  three  criteria,  pleural  fluid  pro- 
tein to  serum  protein  ratio,  pleural  fluid  LDH 
to  serum  LDH  ratio,  and  absolute  pleural 
fluid  LDH  level  resulted  in  the  accurate  classi- 
fication of  the  initial  pleural  fluid  specimen. 
The  cytologic  examination  on  the  second 
pleural  fluid  analysis  demonstrated  malignant 
cells.  This  case  is  representative  of  the  utili- 


Number 

Percent- 

of 

age  of 

Patients 

Patients 

22 

55 

9 

23 

7 

18 

Table  III:  Diagnostic  yield  of  pleural  fluid  culture,  pleural  biopsy  culture,  and  microscopic  examination  of  the 
pleural  biopsy  specimen  in  patients  with  presumed  tuberculous  pleuritis  (reprinted  bv  permission  of  the  pub- 
lisher of  the  American  Review  of  Respiratory  Disease  from  the  paper  bv  Scherer  and  McClement  1968). 


culture  ( I able  III).  Therefore,  culture  of  the 
pleural  biopsy  specimen  is  an  additive  tech- 
nique in  the  evaluation  of  tuberculous  pleuritis 
with  effusion. 

Although  culture  of  pleural  fluid,  pleural 
biopsy  and  microscopic  examination  of  the 
pleural  biopsy  may  produce  a high  diagnostic 
yield  especially  in  tuberculous  effusions,  not 
infrequently  the  histologic  examination  of  the 
pleural  biopsy  will  reveal  non-specific  pleu- 


zation  of  the  new  classification  of  pleural 
effusions. 

Dr.  Leavell:  Thank  you,  Dr.  Hunt.  Is 
there  any  limit  to  the  amount  of  pleural  fluid 
which  can  be  removed  during  a thoracentesis? 

Dr.  Hunt:  About  one  hundred  milliliters 
of  pleural  fluid  is  necessary  to  perform  the 
studies  which  I have  outlined.  The  decision 
to  remove  a large  amount  of  fluid  should  be 
for  therapeutic  reasons  and  not  for  diagnostic 
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purposes.  Removal  of  a large  quantity  of  pleu- 
ral fluid  has  been  associated  with  sudden  death 
and  with  the  development  of  unilateral  pul- 
monary edema.  I do  not  know  the  mecha- 
nisms involved  in  these  two  complications. 

Dr.  Robert  Carey:  Dr.  Hunt,  what  are 
the  indications  for  pleural  biopsy  in  patients 
who  do  not  have  a pleural  effusion? 

Dr.  Hunt:  The  indication  for  pleural  bi- 
opsy is  the  presence  of  an  undiagnosed  paren- 
chymal lung  disease  process,  which  on  chest 
roentgenogram  extends  to  the  peripheral  lung 
fields  and  which  involves  the  pleura. 

Dr.  Forrest  Pitts:  The  initial  diagnosis  in 
this  case  was  made  by  identification  of  malig- 
nant cells  in  the  pleural  fluid.  However,  non- 
malignant  effusion  may  contain  atypical  cells 
and  in  these  situations,  pathologists  may  have 
difficulty  in  determining  malignancy.  Never- 
theless, finding  malignant  cells  in  a pleural  bi- 
opsy specimen  is  more  specific.  Additionally, 

I would  like  to  say  a word  about  pleural  fluid 
amylase.  Individuals  with  pancreatic  pseudo- 
cysts or  with  an  internal  fistula  extending  from 
the  pancreas  into  the  left  hemithorax  may  have 
markedly  elevated  amylase  levels.  Further- 
more, when  considering  a diagnostic  problem 
presenting  as  a pleural  effusion,  all  pleural 
fluid  should  be  removed  in  order  to  visualize 
the  underlying  lung  structures.  Clarification 
of  surrounding  lung  and  thoracic  structures 
may  be  helpful  in  determining  the  etiology 
of  a pleural  effusion.  Also,  the  rate  of  reac- 
cumulation of  pleural  fluid  has  certain  clinical 
implications  and  can  be  determined  after  com- 
plete removal  of  pleural  fluid. 

Dr.  Leavell:  Thank  you,  Dr.  Pitts.  Dr. 
Foster,  would  you  comment  on  malignant 
cells  in  pleural  fluid? 

Dr.  Eugene  Foster:  Pathologists  can  be 
deceived  by  atypical  mesothelial  cells  in  pleu- 
ral fluid.  This  is  particularly  common  in  cases 
of  pulmonary  infarction.  It  is  important  to 
repeat  a cytologic  analysis  and  to  repeat  pleu- 
ral biopsy  in  cases  which  have  indefinite  his- 
tologic findings. 

Dr.  Nuzhet  Atuk:  Dr.  Hunt,  would  you 


discuss  the  significance  of  a chylous  pleural 
effusion? 

Dr.  Hunt:  A chylous  pleural  effusion  is 
the  presence  of  white,  milky  fluid  within  the 
pleural  space.  It  is  important  to  analyze  this 
fluid  and  determine  whether  or  not  it  is  chyle 
or  cholesterol.  A cholesterol  pleural  effusion 
is  associated  with  rheumatoid  pleuritis  and  tu- 
berculous pleuritis.  On  the  other  hand,  an 
abnormal  accumulation  of  chyle  within  the 
pleural  space  may  be  caused  by  (1)  congeni- 
tal lesions  of  the  thoracic  duct,  (2)  malig- 
nancies, especially  lymphomas,  and  (3)  trau- 
ma, resulting  in  rupture  of  the  thoracic  duct. 
Approximately  67  percent  of  chylous  effusions 
are  associated  with  an  underlying  malignancy 
and  therefore  this  possibility  must  be  excluded 
before  attributing  the  cause  of  a chylous  effu- 
sion to  any  other  etiology.  The  treatment  of 
a chylous  effusion  depends  on  the  causative 
factor.  A chylous  effusion  secondary  to  ma- 
lignancy (especially  lymphomas)  usually  re- 
solves with  repeated  thoracentesis  and  radia 
tion  therapy.  On  the  other  hand,  the  chylous 
effusions  caused  by  congenital  lesions  or  trau- 
ma may  be  resolved  by  surgical  repair  of  the 
thoracic  duct  or  by  repeated  thoracentesis. 
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The  Aggressive  Optometrists 

To  The  Editor: 

It  appears  that  when  two  sides  of  a story 
are  presented,  the  individual  who  is  confused 
is  the  listener.  He  is  subjected  to  rhetoric 
from  opposing  camps  and  is  left  to  wonder 
what  is  the  truth.  Since  the  physicians  in 
Virginia  have  been  exposed  to  different  stories 
(ophthalmology  and  optometry)  as  to  the 
capabilities  of  an  optometrist  (The  xYggres- 
sive  Optometrist  by  Dr.  McNeer  and  the  re- 
buttal by  Optometrist  Yaffe),  I feel  that  the 
FACTS  should  be  presented  as  they  really 
exist.  I feel  qualified  to  do  this  since  I gradu- 
ated from  one  of  the  country’s  largest  op- 
tometry schools  and  practiced  as  an  optome- 
trist for  five  years  before  returning  back  to 
undergraduate  school  to  complete  my  pre- 
medical requirements  for  admission  to  medi- 
cal school.  My  residency  in  ophthalmology 
was  in  a typical  program  as  found  throughout 
the  country. 

As  an  optometrist  I have  to  agree  writh  Dr. 
McNeer.  Over  the  past  thirteen  years  I have 
seen  the  aggressive  political  role  taken  by 
organized  optometry,  on  local  and  national 
levels.  I have  seen  optometrists  change  their 
own  image  of  one  who  is  highly  trained  to 
refract  and  dispense  glasses  to  one  who  is 
using  ophthalmic  drugs  to  the  eyes  and  mak- 
ing medical  diagnoses.  Within  all  this  time, 
the  only  thing  that  has  changed,  as  far  as  the 
educational  status  of  optometrists  is  concerned, 
is  to  change  the  optometry  curriculum  in  pri- 
vate optometry  schools  from  a three-year  to 
a four-year  curriculum.  University-affiliated 
optometry  schools  had  a four-year  curricu- 
lum' back  in  the  early  fifties.  The  four-year 
optometry  curriculum  in  the  university-affili- 
ated programs  did  not  render  the  graduates  of 
the  university  programs  any  more  competent 
in  using  ophthalmic  drugs  and  making  medical 
diagnoses  than  those  who  graduated  from  the 
the  three-year  optometry  programs.  There- 


fore by  increasing  the  curriculum  from  a 
three-year  to  a four-year  one,  did  not  make 
the  graduates  of  optometry  school  any  more 
competent  than  before. 

Optometrist  Yaffe  states  that  ophthalmol- 
ogists are  practicing  optometry  by  refracting 
and  that  ....  “the  practice  of  ophthalmol- 
ogists is  not  in  the  interests  of  their  patients” 
. . . . Optometrist  Yaffe  failed  to  mention  that 
refraction  was  practiced  by  physicians  from 
its  inception.  Optometrists  started  to  refract 
only  within  this  century  when  dispensing  op- 
ticians started  to  expand  their  scope  of  selling 
glasses  to  that  of  refracting.  Refraction  can- 
not be  divorced  from  medicine,  since  this  is 
an  important  step  in  the  visual  work-up  in 
determining  the  cause  of  decreased  vision. 

Optometrist  Yaffe  also  states  that  ophthal- 
mologists are  not  as  well  trained  as  optome- 
trists in  the  act  of  refracting.  As  a prerequi- 
site for  graduation  from  optometry  school  we 
were  required  to  refract  a minimum  of  75 
people.  The  top  refractionist  at  the  college 
(during  my  years  in  optometry  school)  held 
an  all-high  record  of  120  refractions.  At  the 
completion  of  my  ophthalmology  residency 
I had  refracted  a minimum  of  800  people 
which  was  the  average  for  the  residents  in 
training  at  that  time.  I,  like  Dr.  McNeer,  do 
not  understand  how  a low-plus  lens  of  a one- 
quarter  to  a one-half  diopter  is  beneficial  and 
I have  had  the  benefit  of  the  same  training 
that  Optometrist  Yaffe  had  . . . but,  I do  not 
sell  glasses  (the  almighty  dollar  ....  wffiich  he 
refers  to). 

Optometrists  are  trained  to  refract  and  this 
should  be  their  limitation.  If  they  want  to  be 
aggressive  and  change  and  improve  the  scope 
of  their  practice,  then  by  the  nature  of  their 
training,  they  should  become  astronomers,  op- 
tical physicists  or  orthoptists  ....  not  medical 
diagnosticians. 

I urge  my  medical  colleagues  to  resist  any 
political  effort  of  non-medical  groups,  not 
adequately  trained  along  medical  lines,  to  per- 


Volume  102,  January,  1975 


39 


form  those  tasks  which  a physician  is  trained 
to  perform.  I urge  my  optometrists  colleagues 
not  to  loose  their  identity  with  optometry,  to 
continue  to  refract  and  dispense  glasses,  as  they 
are  highly  trained  to  do  and  leave  the  diag- 
nostic work  to  the  physician. 

To  those  optometric  colleagues  who  find 
that  optometry  does  not  fulfill  their  desire  to 
perform  complete  visual  eye  care,  I recom- 
mend they  try  medicine.  It  is  a long  and  hard 
road  to  take,  but  a very  enjoyable  one.  I 
know.  ...  I took  that  journey. 

Stanley'  D.  Maoury,  O.D.,  M.D. 


November  14,  1914 
9611  Champion  Court 
Manassas,  Virginia  22110 

To  the  Editor: 

As  an  Ophthalmologist,  the  attempts  of  Op- 
tometry to  gain  status  as  a “physician  equivi- 
lant”  have  always  been  quite  apparent. 

While  I will  not  comment  on  the  superbly 


written  Guest  Editorial  on  “The  Aggressive 
Optometrist”,  it  was  amusing  to  me  that  an 
Optometrist  Ronald  H.  Yaffe  replied  to  this 
editorial  by  writing  to  the  Editor  in  the  Octo- 
ber 1974  issue.  The  amusing  fact  is  that  the 
Virginia  Medical  Monthly  is  an  official  publi- 
cation of  The  Medical  Society  of  Virginia 
and  consequently  should  be  read  by,  and  dis- 
tributed to  Doctors  of  Medicine.  How  The 
Monthly  fell  into  the  hands  of  the  aforemen- 
tioned optometrist  would  probably  make  an 
interesting  story  in  itself.  I would  be  most 
chagrined  to  find  optometrists  regularly 
receiving  the  esteemed  Virginia  Medical 
Monthly. 

If  these  people  wish  to  practice  as  physicians 
then  they  should  do  what  any  number  of  op- 
tometrists have  done— enter  Medical  school 
and  earn  their  M.D.  degree. 

M.  M.  Bockrek,  M.D. 

November  18,  1914 
8301  Arlington  Boulevard 
Fairfax,  Virginia  22030 


Zollinger-Ellison  Syndrome 


I he  cooperation  of  physicians  is  requested 
in  the  referral  of  patients  with  Zollinger-Elli- 
son syndrome,  to  participate  in  studies  being 
conducted  by  the  National  Institute  of  Arth- 
ritis, Metabolism,  and  Digestive  Diseases’  Sec- 
tion on  Gastroenterology,  at  the  Clinical  Cen- 
ter, National  Institutes  of  Health,  Bethesda, 
Maryland. 

Needed  are  patients  with  Zollinger-Ellison 
syndrome  (islet  cell  pancreatic  neoplasm,  gas- 
tric acid  hypersecretion,  gastrointestinal  ulcer- 
ation, and  elevated  serum  gastrin).  Patients 
suspected  of  having  this  diagnosis  will  be  ad- 
mitted to  the  Clinical  Center  for  appropriate 
diagnostic  studies. 

A complete  spectrum  of  therapy  including 
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drugs  capable  of  inhibiting  gastric  aied  secre- 
tion (such  as  Metiamide®),  antineoplastic 
chemotherapy,  and  gastrointestinal  surgery 
will  be  provided. 

Also  needed  arc  selected  patients  who  have 
had  a total  gastrectomy  and  who  have  per- 
sistent elevated  serum  gastrin  concentration. 

Physicians  interested  in  having  their  patients 
considered  for  admission  may  write  or  tele- 
phone: Dr.  Jerry  D.  Gardner,  Chief,  Section 
on  Gastroenterology,  Digestive  Diseases 
Branch,  National  Institute  of  Arthritis,  Metab- 
olism, and  Digestive  Diseases.  Clinical  Center. 
Room  9D-15.  National  Institutes  of  Health, 
Bethesda,  Maryland  20014.  Telephone:  (301) 
496-4201. 
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MACK  I.  SHANHOLTZ,  M.D. 

State  Health  Commissioner  of  Virginia 


Project  PROTECT 

“Protect”  is  defined  by  Webster  as  a verb 
meaning  “To  cover  or  shield  from  danger  of 
injury;  To  defend;  To  guard.” 

PROTECT  also  stands  for  Physician’s  Re- 
ferral Option  To  Encourage  Contact  Treat- 
ment. This  gonorrhea  contact  referral  sys- 
tem for  private  physicians  attempts  to  tract 
down  gonorrhea  while  safeguarding  the  confi- 
dentiality of  those  who  are  being  treated. 

Under  this  system  when  a private  doctor 
treats  a patient  for  gonorrhea  he  also  gives 
the  patient  a PROTECT  pamphlet  and  re- 
ferral cards  along  with  a brief  explanation  of 
the  disease.  The  pamphlet  instructs  the  pa- 
tient to  give  one  of  the  referral  cards  to  his 
last  two  sex  contacts.  To  the  patient,  PRO- 
TECT means  Please  Remember  Others,  Tell 
Each  Contact  Today. 

The  referral  card,  given  to  the  gonorrhea 
contact,  states  “take  this  card  to  your  private 
physician  or  local  clinic.”  This  is  where  the 
physician’s  referral  option  begins.  The  patient 
and  physician  together  can  decide  where  to 
refer  the  contacts  for  prophylactic  treatment. 
The  physician  can  note  his  name  and  address 
and  office  hours  on  the  reverse  side  of  the  card, 
or  recommend  another  private  physician.  If 
the  patient  does  not  wish  to  visit  his  contacts 
personally,  he  has  the  option  of  writing  down 
their  names  and  addresses  and  this  informa- 
tion can  then  be  forwarded  to  the  health  de- 
partment for  followup. 

The  Virginia  State  Department  of  Health 
and  the  U.  S.  Public  Health  .Service  recom- 
mend that  all  contacts  to  gonorrhea  be 
treated  as  if  they  were  infected.  The  reason 
for  this  is  the  high  rate  of  asymptomatic  fe- 
males and  the  difficulty  in  obtaining  a positive 
culture  even  if  the  female  is  infected.  There 
is  also  a fairly  high  incidence  of  asymptomatic 
males. 


The  only  place  a person  can  get  one  of  the 
PROTECT  referrals  is  from  an  infected  per- 
son who  was  treated  by  a private  physician. 
So  when  patients  present  themselves  to  your 
office  with  a PROTECT  referral  you  know 
they  are  contacts  to  gonorrhea  and  should  be 
treated  prophylactically.  One  of  the  selling 
points  to  the  patient  using  the  PROTECT 
referral  is  that  his  contacts  can  be  seen  by  the 
physician  and  treated  as  a gonorrhea  contact 
with  no  questions  asked. 

We  feel  that  this  type  of  gonorrhea  contact 
management  program  has  some  advantages  for 
the  private  physician.  First,  the  confiden- 
tiality of  the  patient  is  safeguarded.  One  phy- 
sician in  the  Petersburg  area  who  is  using  the 
pamphlet  related  to  us,  “when  a patient  comes 
into  my  office  with  a PROTECT  card,  I don't 
know  whether  or  not  he  is  a contact  to  per- 
sons I’ve  treated.”  Second,  the  physician  is 
able  to  become  involved  personally  in  the 
epidemiology  because  the  rapid  incubation 
and  the  high  morbidity  rate  makes  it  impos- 
sible for  the  health  department  to  interview 
each  patient  and  epidemiologically  follow  his 
contacts.  With  the  PROTECT  program  the 
responsibility  of  contact  referral  is  placed  with 
the  patient  himself.  Hie  physician  is  also  re- 
lieved of  the  burden  of  trying  to  locate  con- 
tacts to  his  gonorrhea  patients.  Furthermore, 
the  speed  with  which  the  contacts  are  brought 
to  examination  and  treatment  by  the  PRO- 
TECT method  is  much  greater  than  with  the 
normal  epidemiologic  investigation  method. 

The  PROTECT  program  for  gonorrhea  pa- 
tients of  private  physicians  is  already  under 
way  in  the  Petersburg  and  Charlottesville 
areas.  Plans  are  being  formed  to  introduce 
the  program  to  interested  physicians  in  other 
parts  of  the  State. 
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The  Medical  Society  of  Virginia 


Council 

A special  meeting  of  the  Council  of  The  Medi- 
cal Society  of  Virginia  was  held  in  Williamsburg 
at  the  Conference  Center  on  Sunday,  November 
3.  The  meeting  was  called  for  the  purpose  of 
reviewing  the  annual  financial  statement  and  a 
proposed  budget  for  fiscal  1974-75. 

Members  Present:  Dr.  John  A.  Martin,  Dr. 
William  R.  Hill,  Dr.  Carl  E.  Stark,  Dr.  George 
J.  Carroll,  Dr.  Girard  V.  Thompson,  Sr.,  Dr. 
H.  C.  Alexander,  III,  Dr.  George  M.  Nipe,  Dr. 
Thomas  L.  Lucas,  Dr.  James  Hal  Smith,  Dr.  W. 
Leonard  Weyl,  Dr.  William  J.  Hagood,  Jr.,  and 
Dr.  Raymond  Brown. 

Others  Present:  Dr.  Charles  M.  Caravati,  Jr., 
Dr.  Gordon  G.  Birdsong,  Vice  Councilors;  Dr. 
William  S.  Hotchkiss,  Dr.  Michael  A.  Puzak, 
Delegates  to  AMA;  Dr.  F.  Ashton  Carmines, 
Alternate  AMA  Delegate  and  Dr.  Eugene  R. 
Perez,  Executive  Director,  Virginia  Regional 
Medical  Program. 

Financial  Report  and  Budget 

Dr.  Michael  Puzak,  Chairman  of  the  Finance 
Committee,  reported  that  the  Society  had  en- 
joyed an  excellent  year  financially  and  called 
attention  to  the  benefits  derived  from  a sound 
investment  program.  It  was  learned  that  the 
Society  had  lived  within  its  budget  and  had  re- 
ported an  excess  of  income  over  expenses. 

Dr.  Puzak  presented  a balanced  budget  for 
fiscal  1974-75  and  expressed  pleasure  that  no  dues 
increase  was  indicated  at  this  time. 

A motion  was  then  offered  by  Dr.  Lucas  ap- 
proving the  budget  and  referring  it  to  the  House 
of  Delegates  for  further  consideration.  The  mo- 
tion was  seconded  and  adopted. 

Personnel  Policies 

Dr.  Martin  reminded  Council  that  the  So- 
ciety ’s  personnel  policies  have  not  been  reviewed 
for  many  years.  It  was  his  recommendation  that 
a special  committee  on  personnel  policies  be 
appointed  to  consider  such  matters  as  vacations, 
sick  leave,  etc.  It  was  agreed  that  this  should  be 
done. 

There  being  no  further  business,  the  meeting 
was  adjourned. 

Robf.rt  I.  Howard,  Secretary 

APPROVED: 

John  A.  Martin,  M.D.,  President 


House  of  Delegates 

First  Session 

The  House  of  Delegates  of  The  Medical  So- 
ciety of  Virginia  met  in  the  Virginia  Room  of 
the  Williamsburg  Conference  Center  on  Sunday, 
November  3,  1974.  The  meeting  was  called  to 
order  at  2:00  p.m.  by  Dr.  William  J.  Hagood, 
Jr.,  Speaker. 

The  invocation  was  delivered  by  Dr.  Bernard 
H.  Kasinoff,  Chairman  of  the  Committee  on 
Medicine  and  Religion,  and  was  followed  imme- 
diately by  the  Pledge  of  Allegiance. 

Dr.  Gordon  Birdsong,  Chairman  of  the  Cre- 
dential Committee,  then  reported  that  a quorum 
was  present.  The  Committee’s  report  was  ac- 
cepted. 

The  report  was  then  received  from  the  Rules 
Committee  with  reference  to  rules  and  proce- 
dures to  be  used  by  the  House  in  the  conduct  of 
its  business.  The  Committee’s  proposals  were 
adopted. 

Minutes  of  the  October,  1973,  sessions  of  the 
House  were  approved  as  published  in  the  Decem- 
ber, 1973,  issue  of  the  Virginia  Medical  Monthly. 
Also  approved  were  the  minutes  of  the  Special 
Session  which  was  held  in  Richmond  on  April 
10,  1974.  Those  minutes  were  published  in  the 
July,  1974,  issue  of  the  Monthly. 

Dr.  Hagood  then  addressed  the  House  and 
confined  his  remarks  mainly  to  matters  of  par- 
liamentary procedure.  He  gave  special  attention 
to  the  proposed  revision  of  the  By-Laws  and 
offered  certain  suggestions  which  would  simplify 
the  handling  of  an  important  and  complicated 
piece  of  business.  He  also  reported  that  all  di- 
rectives issued  by  the  House  in  1973  had  been 
carried  out. 

Dr.  Martin  was  then  introduced  and  deliv- 
ered his  Presidential  Address.  The  address  will 
be  published  in  its  entirety  in  the  December  issue 
of  the  Virginia  Medical  Monthly.  Dr.  Martin 
commended  the  committees  of  the  Society  on 
their  accomplishments  and  called  special  atten- 
tion to  the  work  of  those  committees  concerned 
with  continuing  education,  legislation  and  our 
Constitution  and  By-Laws.  He  reported  that  a 
great  deal  of  progress  had  been  made  where 
PSRO  is  concerned  and  that  a Professional  Stand- 
ards Review  Foundation  is  now  in  operation.  He 
expressed  concern  over  the  professional  liability 
problem  and  indicated  that  every  effort  was  be- 
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ing  made  to  improve  the  experience  factor  in 
Virginia. 

Dr.  Martin  deplored  the  fact  that  less  than 
1,500  physicians  belong  to  VaMPAC  and  pointed 
out  that  only  through  an  active  Political  Action 
Committee  can  medicine  truly  make  its  voice 
heard  in  the  political  arena.  He  also  expressed 
disappointment  in  the  poor  showing  of  Virginia 
physicians  where  AMA  membership  is  con- 
cerned. It  was  his  feeling  that  all  physicians 
should  belong  to  AMA  and  support  its  efforts  on 
behalf  of  the  American  physician.  In  order  to 
bring  this  about,  Dr.  Martin  recommended  to 
the  House  that  it  consider  the  advisability  of 
adopting  unified  membership  for  the  Society. 

The  President  also  called  attention  to  the  finan- 
cial burden  placed  on  Presidents  of  the  Society. 
It  was  his  recommendation  that  future  Presi- 
dents be  spared  this  burden  and  that  serious  con- 
sideration be  given  to  having  a certain  percentage 
—possibly  Zi—' of  their  normal  income  paid  by 
the  Society. 

Following  his  address,  Dr.  Martin  introduced 
a number  of  distinguished  guests.  These  in- 
cluded Dr.  Hoyt  D.  Gardner,  President,  Ken- 
tucky Medical  Association,  and  Dr.  Frank  R. 
Reynolds,  President,  North  Carolina  Medical 
Society. 

Dr.  Martin  then  introduced  Dr.  Richard 
Palmer,  a Past-President  of  the  Society  and  cur- 
rently Chairman  of  the  AMA  Board  of  Trus- 
tees. Dr.  Palmer  warned  of  some  of  the  diffi- 
culties which  could  be  expected  if  a “no  veto” 
Congress  were  elected  and  discussed  some  of  the 
more  important  Bills  currently  before  that  body. 
Dr.  Palmer  also  brought  the  House  up-to-date 
on  AMA’s  financial  problems  and  explained  the 
corrective  measures  to  be  considered  bv  the 
AMA  House  of  Delegates  in  Portland. 

Dr.  Martin  then  presented  Dr.  Alexander  Mc- 
Causland  the  Society’s  Certificate  of  Distin- 
guished Service.  Dr.  McCausland  has  served  The 
Medical  Society  of  Virginia  in  many  capacities— 
as  its  President,  Delegate  to  AMA,  member  of 
Council  and  chairman  of  various  committees. 
He  also  served  as  Chairman  of  VaMPAC. 

The  Speaker  then  introduced  Mrs.  Donald  F. 
Fletcher,  Jr.,  President  of  the  Woman’s  Auxili- 
ary to  The  Medical  Society  of  Virginia.  Mrs. 
Fletcher  reported  that  the  Auxiliary  now  has 
1,747  members  and  that  among  its  many  achieve- 
ments was  that  of  raising  $27,352.00  for  AMA- 
ERF.  The  Virginia  Auxiliary  has  been  recog- 
nized at  the  National  level  for  its  accomplish- 
ments. 

Following  Mrs.  Fletcher’s  address,  Dr.  Hagood 


introduced  Mrs.  Randolph  H.  Hoge,  President- 
Elect  of  the  Auxiliary. 

Introduced  next  was  Mrs.  Dorothy  Sellers, 
President,  American  Association  of  Medical  As- 
sistants, Virginia  Chapter. 

The  House  then  heard  Mr.  Alden  Flory,  Presi- 
dent, Blue  Shield  of  Virginia,  discuss  his  organi- 
zation’s views  on  National  Health  Insurance.  Mr. 
Flory  stated  that  Blue  Shield  did  not  consider 
National  Health  Insurance  to  be  inevitable  and 
was  ready  to  assist  The  Medical  Society  of  Vir- 
ginia in  taking  the  truth  to  the  citizens  of  the 
State.  He  went  on  to  say  that  Blue  Shield  and 
the  physicians  of  Virginia  should  fight  together 
for  the  preservation  of  our  private  health  insur- 
ance system.  The  only  alternative  is  Federally- 
controlled  medicine. 

Dr.  Hagood  then  announced  the  various  Com- 
mittees serving  the  House  and  reminded  mem- 
bers of  the  Reference  Committees  of  a briefing 
session  to  be  held  the  following  morning. 

The  Speaker  went  on  to  name  the  Chairmen 
of  the  various  District  delegations  and  explained 
the  purpose  of  a brief  recess.  He  stressed  the 
importance  of  selecting  nominees  for  the  Com- 
mittee on  Nominations.  The  even  Districts  were 
reminded  that  they  should  decide  on  those  indi- 
viduals to  be  nominated  for  the  office  of  Coun- 
cilor and  all  Districts  were  requested  to  nomi- 
nate Vice-Councilors.  The  Sixth  District  was 
requested  to  submit  three  nominations  for  ap- 
pointment to  the  Virginia  State  Board  of  Medi- 
cine. 

Immediately  following  a ten-minute  recess,  the 
various  nominees  for  the  Nominating  Commit- 
tee were  announced  and  duly  elected. 

Dr.  Michael  Puzak,  Chairman  of  the  Finance 
Committee,  was  introduced  for  the  purpose  of 
presenting  the  annual  report  of  his  Committee 
and  a proposed  budget  for  fiscal  1974-75.  Dr. 
Puzak  reported  that  the  Society  had  enjoyed  an 
excellent  year  financially  and  called  attention  to 
the  benefits  derived  from  a sound  investment 
program.  He  stated  that  the  Committee  was 
presenting  the  House  with  a balanced  budget  and 
explained  the  three  minor  changes  recommended 
by  the  Council  earlier  in  the  day.  The  budget 
was  then  referred  to  a Reference  Committee  for 
consideration  the  following  day. 

The  various  Committee  reports  were  then  re- 
ceived and  referred  to  Reference  Committees. 
Once  again  the  Speaker  recommended  that  all 
Committees  be  requested  to  submit  their  reports 
to  the  Staff  sixty  (60)  days  prior  to  the  Annual 
Meeting.  In  this  way,  all  reports  can  be  pub- 
lished in  the  Virginia  Medical  Monthly,  and 
Delegates  will  have  sufficient  time  to  study  and 
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react  to  the  many  pieces  of  business  to  be  con- 
sidered by  the  House.  The  Speaker  reminded 
Committee  Chairmen  that  recommendations  for 
action  by  the  House  should  be  clearly  stated  in 
a special  section  at  the  end  of  their  reports. 

Supplemental  reports  were  then  received  from 
Dr.  W.  Nash  Thompson,  Chairman,  Joint  Prac- 
tice Committee,  and  Dr.  K.  K.  Wallace,  Jr., 
Chairman,  Judicial  Committee.  The  House  was 
advised  that  all  resolutions  previously  distributed 
would  be  considered  as  having  been  introduced 
and  referred  directly  to  Reference  Committees. 
All  resolutions  not  previously  published  or  dis- 
tributed must  be  submitted  in  writing.  The 
Speaker  further  advised  that  only  the  “Resolved” 
portions  of  such  resolutions  needed  to  be  read. 
All  would  then  be  referred  to  Reference  Com- 
mittees. 

The  following  resolutions  were  then  intro- 
duced from  the  floor  and  referred  to  Reference 
Committees: 

Support  of  Recent  Actions  of  AM  A Board  of 
Trustees— Introduced  by  Dr.  James  M.  Moss. 

Malpractice  Vremiums— Sponsored  by  Norfolk 
County  Medical  Society. 

Veer  Review  Immunity— Sponsored  by  Alex- 
andria Medical  Society. 

Opposition  to  School  of  Optometry— Intro- 
duced on  behalf  of  Legislative  Committee  of 
the  Virginia  Society  of  Ophthalmology  and 
Otolaryngology. 

Health  Planning  Councils  and  Amendment  to 
Certificate  of  Need  Law— Sponsored  by 
Alexandria  Medical  Society. 

PSRO— Introduced  by  Dr.  Harry  C.  Kuyken- 
dall. 

Sudden  Infant  Death  Syndrome— Sponsored  by 
Norfolk  County  Medical  Society. 

Assessment  for  Comprehensive  Study— Intro- 
duced by  Dr.  Harry  C.  Kuykendall. 

After  requesting  the  Committee  on  Nomina- 
tions to  meet  with  him  following  adjournment, 
Dr.  Hagood  announced  that  all  Reference  Com- 
mittees would  meet  the  following  afternoon  at 
LOO  p.m.  He  reminded  Reference  Committee 
members  of  the  meeting  to  be  held  on  Monday 
at  9:30  a.m.  It  was  also  announced  that  a com- 
plete Reference  Committee  schedule  would  be 
posted  in  the  registration  area  early  Monday 
morning. 

The  Speaker  then  advised  the  House  that  a 
General  Meeting  of  the  Society  would  be  con 
vened  immediately  following  adjournment  of  the 
House  on  Tuesday  afternoon— provided,  of 
course,  that  such  a meeting  proved  necessary. 
The  meeting  would  depend  on  whether  the 


House  adopted  amendments  to  the  Constitution 
and  By-Laws. 

Following  an  announcement  concerning  the 
time  and  place  for  the  Second  Session  of  the 
House  on  Tuesday,  November  5,  the  meeting 
was  recessed. 

Robert  I.  Howard,  Secretary 

APPROVED: 

William  J.  Hagood,  Jr.,  M.D.,  Speaker 
Second  Session 

The  second  session  of  the  House  of  Delegates 
was  called  to  order  by  the  Speaker  at  3:00  P.M. 
on  Tuesday,  November  5,  1974,  at  the  Williams- 
burg Conference  Center.  Dr.  Gordon  Birdsong, 
Chairman  of  the  Credentials  Committee,  advised 
the  House  that  a quorum  was  present  and  the 
report  of  his  Conmnttee  was  accepted. 

The  Speaker  called  for  reports  of  the  Refer- 
ence Committees  and  introduced  Dr.  Glenn  B. 
Updike,  Jr.,  Chairman  of  Reference  Committee 
No.  1. 

Reference  Committee  No.  1 

Constitution  and  By-Laws: 

The  Committee  complimented  Dr.  Wallace 
and  his  special  Committee  on  Constitution  and 
By-Laws  for  the  thorough  job  it  had  done  in 
preparing  a proposed  revision  of  the  By-Laws. 

In  order  to  clarify  the  work  at  hand,  the 
House  adopted  the  proposed  revision  of  the 
Constitution  and  By-Laws  with  the  understand- 
ing that  amendments  to  the  proposal  would  be 
considered  immediately . 

Acting  upon  the  Committee’s  recommendation, 
the  House  agreed  Article  III,  Section  2,  be 
amended  by  substituting  the  words  “ Armed 
Forces ” for  the  words  11  Army,  Navy 
It  was  also  agreed  to  further  amend  the  same 
Section  by  deleting  the  word  “ Associate"  from 
the  sentence  which  now  reads  “ Members  may 
resign  membership  by  giving  notice  . . . .”. 

The  second  paragraph  of  Article  V,  Section  4 
was  then  deleted  and  the  following  substituted 
as  Section  5: 

The  members  of  any  component  society 
composed  of  physicians  from  adjoining  Con- 
gressional Districts  shall  vote  for  the  Councilor 
and  Vice-Councilor  from  the  Congressional 
District  in  which  the  majority  of  its  members 
have  the  major  portion  of  their  practice. 

The  House  agreed  that,  because  of  the  new 
Section,  all  subsequent  Sections  in  Article  V 
should  be  renumbered  accordingly— ending  with 
Section  15. 
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The  House  concurred  with  a recommendation 
by  the  Committee  that  the  second  sentence  of 
Article  VIII,  Section  6,  be  deleted  and  reinserted 
as  Section  3 of  Article  VII.  A reference  to  Vice 
Councilors  was  added  to  that  particular  Section 
as  an  editorial  change. 

It  was  then  agreed  that  the  change  made  it 
necessary  for  all  subsequent  Sections  of  Article 
VII  to  be  renumbered— ending  with  Section  13. 

The  House  next  adopted  a recommendation 
that  the  third  sentence  of  Article  XI,  Section  9 
(a)  be  amended  to  read  as  follows: 

The  President-Elect  shall  be  an  ex-officio 

member. 

The  Reference  Committee  also  recommended 
that  Article  XIV  be  amended  by  deleting  the 
words  “Sturgis  Code  of  Procedure  (Current) 
Edition”  and  substituting  the  words  “Sturgis 
Standard  Code  of  Parliamentary  Procedure  (Cur- 
rent) Edition”.  The  House  concurred. 

A motion  to  adopt  the  proposed  revision  as 
amended  was  seconded  and  adopted. 

Committee  Reports: 

The  following  reports  were  approved  as  rec- 
ommended by  the  Committee:  Executive  Vice 
President,  Judicial,  Medicine  and  Religion, 
Health  Careers,  Conservation  of  Sight,  Publica- 
tion, Mental  Health,  Joint  Practice,  Environ- 
mental and  Occupational  Health,  Medical  As- 
pects of  Sports  and  Advisory  to  Woman’s  Aux- 
iliary. 

Also  approved  were  supplemental  reports  of 
the  Judicial  and  Virginia  Joint  Practice  Com- 
mittees. 

Financial  Report  and  Budget: 

T he  Committee  expressed  pleasure  that  the 
Society  had  enjoyed  a good  year  financially  and 
commended  the  Finance  Committee  on  its  pre- 
sentation of  a balanced  budget  for  fiscal  1974-75. 
The  House  agreed  that  the  following  budget  for 
fiscal  1914-15  be  adopted: 


EXPENSES:  Proposed 

Salaries  S105, 000.00 

Telephone  & Telegrams  3,800.00 

Postage  3,000.00 

Stationery  & Supplies  3,500.00 

Office  Equipment— Repairs  & Replacements  5,800.00 
Building  Maintenance  & Repairs— net  15,500.00 

Convention  Expenses  8,000.00 

Council  & Committee  Expense  6,500.00 


Travel  Expense: 


Executive  Assistant  600.00 

Delegates  to  A.MA  8,350.00 

President  3,000.00 

Executive  Vice  President  2,000.00 

Component  Society  Liaison  1,000.00 


Virginia  Medical  Monthly  50,000.00 

Legal  Expense  15,500.00 

Walter  Reed  Commission  500.00 

Woman’s  Auxiliary  100.00 

Membership  Dues  (Affiliated  Organizations)  730.00 

Editor— Virginia  Medical  Monthly  1,000.00 

Va.MPAC  (Educational  Fund)  14,000.00 

Newsletter  2,500.00 

Retirement  Fund  28,500.00 

Payroll  Taxes  6,000.00 

Public  Relations  1,000.00 

Legislative  Expense  6,500.00 

Miscellaneous  850.00 


SPECIAL  APPROPRIATIONS: 


Virginia  Council  S 5.000.00 

AMA-ERF  1,000.00 

Rural  Health  500.00 

Scholarship— MCV—  ( Administered  by 
The  Medical  Society  of  Virginia)  2,000.00 

Scholarship— UVA  School  of  Medicine— 
(Administered  by  The  Medical 
Society  of  Virginia)  2,000.00 

Scholarship— Eastern  Virginia  Medical 
School— (Administered  by  The  Medical 
Society  of  Virginia)  2,000.00 

National  Society  for  Medical  Research  150.00 

Miscellaneous  AMA  600.00 

Insurance  Study  3,000.00 

Bicentennial  Committee  2,000.00 

Building  Fund  25,000.00 


TOTAL  5336,480.00 


Resolution  on  Actions  by  AMA  Board  of  Trus- 
tees: 

(Introduced  by  Dr.  James  M.  Moss) 

Acting  upon  the  recommendation  of  the  Com- 
mittee, the  House  adopted  the  following  resolu- 
tion: 

Whereas,  all  medical  societies  must  maintain 
fiscal  integrity  and  a balanced  budget  and 
Whereas,  the  expenses  of  the  AMA  have  in- 
creased more  than  income  of  the  AMA,  there- 
fore, be  it 

Resolved,  The  Medical  Society  of  Virginia 
support  the  recent  actions  of  the  Board  of 
Trustees  of  the  AMA  which  took  steps  to  cur- 
tail activities,  reduce  expenses  and  balance  the 
budget. 

The  report  of  Reference  Committee  No.  1 as 
a whole  was  then  adopted  as  amended. 
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Dr.  William  Barney,  Chairman,  was  next 
called  upon  to  present  the  report  of  Reference 
Committee  No.  2. 

Reference  Committee  No.  2 
Committee  Reports: 

In  keeping  with  the  Committee’s  recommenda- 
tion, the  following  reports  were  approved:  In- 
surance, Conservation  of  Hearing  and  Rural 
Health. 

Also  approved  was  the  report  of  the  Mem- 
bership Committee,  along  with  its  recommenda- 
tion that  Dr.  John  A.  Martin  be  accorded  hon- 
orary active  membership. 

Also  approved  was  the  report  of  the  Advisory 
Committee  of  Past  Presidents  which  contained 
a recommendation  that  the  name  of  the  com- 
mittee be  changed  back  to  that  of  “Future  Mis- 
sions Committee”  or  some  other  designation  more 
appropriate  to  its  function. 

It  was  the  Committee’s  recommendation  that 
the  report  of  the  Liaison  Committee  to  the  Vir- 
ginia Hospital  Association  be  approved  with  the 
exception  of  that  paragraph  having  to  do  with 
opposition  to  changes  in  Medicaid  regulations.  It 
was  the  opinion  of  the  Committee  that  that  par- 
ticular paragraph  should  be  referred  to  Council 
for  further  clarification  and  such  action  as  it 
might  deem  advisable.  The  House  concurred. 

Report  of  Council: 

The  following  items  contained  in  the  Report 
of  Council  were  approved:  New  Component 
Society,  Current  Procedural  Terminology,  Reg- 
istration Fee,  Continuing  Education,  State  Board 
of  Medicine,  Annual  Meetings,  1979  Annual 
Meeting,  Acupuncture,  Council  Meetings,  In- 
surance Study  and  Expenses  for  AMA  Delegates. 

The  House  adopted  the  Committee's  recom- 
mendation having  to  do  with  assigned  commun- 
ity practice.  It  was  recommended  that  the  prob- 
lem of  maldistribution  of  physicians  be  referred 
to  the  American  Medical  Association  for  study 
and  appropriate  action. 

That  portion  of  the  report  having  to  do  with 
residency  programs  was  adopted  with  the  rec- 
ommendation that  The  Medical  Society  of  Vir- 
ginia support  graduate  training  programs  and 
indicate  such  support  by  forwarding  appropriate 
letters  to  our  three  medical  schools. 

I 

Resolution  on  Rehabilitation  Award: 

(Sponsored  by  Committee  on  Rehabilitation) 

The  followbig  resolution  nominating  Dr.  B 
R.  Ashby  for  the  Award  of  the  President's  Com- 


mittee for  the  Physically  Handicapped  was 
adopted  unanimously: 

Resolved,  that  Dr.  B.  R.  Ashby,  Danville, 
Virginia,  be  nominated  to  receive  the  award  of 
the  President’s  Committee  for  the  physically 
handicapped  and  the  Governor’s  Award  Com- 
mittee as  the  doctor  doing  the  most  toward  the 
employment  of  the  physically  handicapped  in 
Virginia. 

Report  of  Commission  on  Continuing  Education: 

The  Committee  reported  that  it  had  heard  con- 
siderable testimony  and  deliberated  long  and 
carefully  before  making  a final  decision  and  rec- 
ommendation on  the  Commission’s  report.  It 
considered  the  report  to  be  of  the  utmost  im- 
portance and  recommended  its  adoption.  The 
report  contains  a recommendation  that  a pro- 
gram of  continuing  medical  education,  as  pre- 
sented, be  approved  and  implemented  at  the 
earliest  practicable  moment.  The  House  con- 
curred and  the  report  was  adopted  with  an 
amendment  to  the  first  sentence  of  Item  2,  Para- 
graph A on  page  4.  That  sentence  now  reads  as 
follows: 

“Serve  as  a clearing  house  for  all  continuing 
medical  education  programming  in  Virginia 
and  in  conjunction  with  other  states.” 

Resolution  on  Assessment  for  a Comprehensive 
Study: 

(Introduced  by  Dr.  Harry  C.  Kuykendall) 

The  Committee  reported  that  although  it  un- 
derstood and  appreciated  the  intent  of  the  reso- 
lution, it  did  not  believe  that  it  should  be  imple- 
mented by  the  Society.  It  recommended  instead 
that  an  appropriate  resolution  be  drafted  in 
keeping  with  the  concept  and  presented  to  and 
introduced  in  the  AMA  House  of  Delegates.  The 
House  co-ticurred. 

Resolution  on  1915  National  Rural  Health  Con- 
ference: 

(Sponsored  by  Committee  on  Rural  Health) 

Acting  upon  the  Committee’s  recommenda- 
tion, the  House  adopted  the  following  resolu- 
tion: 

Whereas,  the  1975  National  Conference  on 
Rural  Health— sponsored  by  the  American 
Medical  Association— will  be  held  in  Roanoke 
from  March  20-21,  and 

Whereas,  this  Conference  is  generally  rec- 
ognized as  the  most  effective  meeting  of  its 
kind  anywhere  in  the  world,  and 
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Whereas,  The  Medical  Society  of  Virginia 
has  agreed  to  join  with  the  Virginia  Council 
on  Health  and  Medical  Care  and  other  allied 
health  organizations  in  preparing  for  and  serv- 
ing as  hosts  for  this  prestigious  event,  and 
Whereas,  a successful  and  productive  Con- 
ference will  serve  to  spotlight  the  tremendous 
strides  our  own  Commonwealth  has  made  in 
recent  years  where  rural  health  activities  are 
concerned;  now,  therefore,  be  it 

Resolved,  that  The  Medical  Society  of  Vir- 
ginia gives  its  full  support  to  the  1975  Confer- 
ence on  Rural  Health,  and  be  it  further 

Resolved,  that  the  Society  dedicate  itself  to 
the  end  that  this  Conference  will  be  the  best 
in  the  history  of  the  American  Medical  Asso- 
ciation and  that  true  Virginia  hospitality  will 
long  be  remembered  as  its  hallmark. 

Presidential  Address: 

The  Committee  commended  Dr.  Martin  on  a 
very  excellent  Presidential  address  and  recom- 
mended that  paragraphs  1,  2,  3,  4,  5,  6,  14  and 
16  be  accepted.  The  House  concurred. 

The  Committee  reported  that  it  was  in  agree- 
ment with  Dr.  Martin’s  proposal  in  paragraph  1 3 
that  in  order  to  become  a member  of,  or  main- 
tain membership  in.  The  Medical  Society  of 
Virginia  one  must  also  be  a member  of  the 
American  Medical  Association.  It  was  the  Com- 
mittee’s belief  that  the  many  problems  in  the 
delivery  of  health  care  today  can  best  be  solved 
collectively  at  the  national  level.  Consequently, 
it  was  recommended  that  Dr.  Martin’s  proposal 
be  adopted. 

Dr.  Barney  then  offered  a resolution  on  be- 
half of  his  Reference  Committee.  It  was  tech- 
nically a resolution  by  substitution  and  endorsed 
in  principle  the  recommendation  that  members 
of  the  Society  should  also  become  dues  paying 
members  of  the  American  Medical  Association. 
It  did,  however,  exempt  certain  classifications  of 
membership  from  this  requirement.  The  reso- 
lution further  referred  the  matter  to  the  Coun- 
cil and  Judicial  Committee  for  implementation. 

There  followed  considerable  discussion  during 
which  substantial  opposition  to  the  resolution 
was  expressed.  Dr.  Robert  moved  that  the  mat- 
ter be  referred  to  Council  for  further  study  and 
the  motion  was  seconded.  Following  further 
discussion  during  which  it  was  brought  out  that 
there  are  no  legal  barriers  to  unified  member- 
ship, the  House  voted  to  close  debate.  Dr.  Rob- 
ert's motion  of  referral  was  then  adopted. 

The  Committee  agreed  in  principle  with  Dr. 
Martin’s  recommendation  (Paragraph  15)  that 


the  Society  supplement  the  income  of  its  Presi- 
dents. It  was  the  Committee’s  recommendation 
that  the  proposal  be  referred  to  the  Committee 
of  Past  Presidents  (name  of  committee  subject 
to  change)  for  further  study.  The  Committee 
was  requested  to  report  its  findings  and  recom- 
mendations to  the  House  in  1975.  The  Commit- 
tee's  recommendation  was  adopted. 

The  report  of  Referettce  Committee  No.  2 as 
a whole  was  then  adopted  as  amended. 

Dr.  Charles  Crowder  was  next  called  upon  to 
present  the  report  of  Reference  Committee  No. 
3. 

Reference  Committee  No.  3 
Covnnittee  Reports: 

The  followittg  reports  were  approved  as  rec- 
otmnended:  AMA  Delegates,  Public  Relations, 
Liaison  to  State  Bar,  Child  Health,  Ethics,  Ma- 
ternal Health,  Legislative,  Pharmacy,  Rehabili- 
tation and  Professional  Standards  Review  Foun- 
dation. 

Supplemental  Report  from  AMA  Delegates: 

It  was  the  recommendation  of  the  Committee 
that  Delegates  from  AMA  be  requested  to  report 
annually  to  the  House  of  Delegates  during  its 
first  session,  and  that  such  items  which  might 
require  further  action  be  referred  to  appropriate 
reference  committees.  The  recommendation  was 
adopted. 

Report  of  Council: 

The  House  agreed  that  the  following  items 
contained  in  the  Report  of  Council  should  be 
approved:  PSRO  Grant,  Quackery,  Special  Ses- 
sion of  House  of  Delegates,  VaMPAC,  House  of 
Delegates  Action  on  PSRO,  National  Health  In- 
surance, HB  16204,  Bank  Cards,  Virginia  Pro- 
fessional Standards  Review  Foundation  and 
Statement  by  President  of  American  Pharmaceu- 
tical Association. 

Also  adopted  was  that  portion  of  the  report 
having  to  do  with  HMO’s— including  a recom- 
mendation that  the  Society,  through  its  appro- 
priate committees  and  officers,  mount  a program 
of  education  directed  at  the  general  public,  our 
Congressional  delegation,  and  the  medical  pro- 
fession, concerning  the  unethical  and  undesirable 
aspects  of  HMO’s. 

Resolution  on  Peer  Review  Immunity: 
(Sponsored  by  Alexandria  Medical  Society) 

It  was  the  Committee’s  recommendation  that 
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a substitute  resolution,  in  the  form  of  an  amend- 
ed bill  approved  by  the  Legislative  Committee, 
be  adopted.  The  Committee' s recommendation 
was  adopted  and  the  amended  bill  reads  as  fol- 
lows: 


A BILL 

To  provide  that  certain  persons  serving  on 
committees  which  review  and  evaluate  medical 
or  dental  services  or  the  utilization  of  hospital 
or  extended  care  facilities  shall  not  be  sub- 
jected to  liability  by  reason  of  such  service. 

Be  it  enacted  bv  the  General  Assembly  of 
Virginia: 

1.  Any  physician  or  dentist  who  is  engaged 
in  active  practice  and  who  serves  on  any  com- 
mittee, board  or  group,  commission  or  other 
entity,  which  entity  functions  primarily  as  an 
agency  for  review  of  the  duration  of  patient 
stays  or  of  professional  services  furnished,  with 
respect  to  the  medical  or  dental  necessity  of 
the  services,  for  the  purpose  of  promoting  the 
most  efficient  use  of  available  health  facilities 
and  services,  whether  such  entity  be  estab- 
lished pursuant  to  Public  Law  97  of  the  89th 
Congress,  approved  July  30,  1965,  entitled  So- 
cial Security  Amendments  of  1965,  or  Public 
Law  603  of  the  92nd  Congress  approved  Oc- 
tober 30,  1972,  entitled  Social  Security  Amend- 
ments of  1972,  or  pursuant  to  other  federal  or 
state  legislation  or  whether  it  be  established 
and  constituted  bv  a public  or  private  hospital, 
society  or  association,  shall,  if  the  entity  has 
been  duly  constituted  by  a licensed  hospital, 
medical  society  or  association  affiliated  with 
the  American  Medical  Association  or  dental 
society  or  association  affiliated  with  the  Ameri- 
can Dental  Association  or  a medical  care  fa- 
cility affiliated  with  such  a medical  or  dental 
society  or  association  or  governmental  or 
quasi-governmental  agency,  be  immune  from 
civil  liability  with  respect  to  any  act  done  or 
decision  made  in  performance  of  his  duties  as 
a member,  unless  it  be  proved  that  such  act 
was  done  or  decision  made  in  bad  faith  or  with 
malicious  intent,  and  any  such  physician  or 
dentist  who  serves  on  a committee  so  appointed 
to  review  ethical  or  fiscal  practices  of  other 
physicians  or  other  dentists  shall  he  similarly 
immune  under  similar  circumstances. 

2.  The  immunity  provided  hereunder  shall 
not  extend  to  any  person  with  respect  to  ac- 
tions or  decisions  liability  for  which  is  limited 
under  the  provisions  of  the  Social  Security 
Act  as  amended  by  those  acts  of  Congress  re- 
ferred to  above. 


Resolution  on  School  of  Optometry: 

(Introduced  on  behalf  of  Legislative  Committee 
of  the  Virginia  Society  of  Ophthalmology  and 
Otolaryngology) 


The  House  agreed  with  the  Committee  that 
the  following  resolution  should  be  adopted: 

Whereas,  there  has  been  legislation  in  other 
states  designed  to  broaden  the  scope  of  op- 
tometry beyond  its  basic  intent,  abilities  and 
training,  and 

Whereas,  an  optometrist  under  Virginia 
Statute  is  a limited  nonmedical  practitioner 
with  no  qualifications  to  enter  into  the  diag- 
nosis or  treatment  or  disease,  and 

Whereas,  there  is  currently  an  attempt  be- 
ing made  to  suggest  the  possible  establishment 
of  a School  of  Optometry  in  the  Common- 
wealth of  Virginia,  and 

Whereas,  there  is  no  significant  need  for  in- 
creasing the  number  of  optometrists  in  the 
Commonwealth  of  Virginia,  therefore  be  it 
Resolved,  that  The  Medical  Society  of  Vir- 
ginia is  opposed  to  any  legislation  that  would 
broaden  the  scope  of  the  definition  of  optome- 
try under  the  laws  of  the  Commonwealth  of 
Virginia,  and  therefore  be  it  further 

Resolved,  The  Medical  Society  of  Virginia 
is  opposed  to  the  creation  and  establishment 
of  a School  of  Optometry  in  the  Common- 
wealth of  Virginia. 


Resolution  on  PSRO: 

(Introduced  by  Dr.  H.  C.  Kuykendall) 

The  Committee  recovmiended  that  the  fol- 
lowing resolution  be  adopted  and  the  House  con- 
curred. 

Whereas,  PL  92.603  creating  Professional 
Standards  Review  Organizations  does  contain 
certain  language  and  provisions  which  deal  in- 
appropriately with  area  designations,  review 
functions,  physician  penalties,  physician  and 
patient  confidentiality,  and  other  pertinent 
matters,  and 

Whereas,  The  Medical  Society  of  Virginia 
has  undertaken  in  good  faith  to  implement  PL 
92.603  for  the  State  of  Virginia,  and 
Whereas,  the  aforementioned  facts  do  seri- 
ously impede  the  proper  performance  of  PSR 
and  do  border  on  breeching  the  code  of  medi- 
cal ethics,  now  therefore  be  it 

Resolved,  that  The  Medical  Society  of  Vir- 
ginia strongly  support  the  passage  of  HR  15090 
calling  for  amendments  necessary  to  rectify 
those  items  mentioned  and  others. 
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Resolution  Opposmg  Substitution  of  Drugs: 
(Sponsored  by  the  Council,  The  Medical  Society 
of  Virginia) 

Acting  upon  the  Committee's  recommenda- 
tion, the  following  resolution  was  adopted: 

Whereas,  The  Medical  Society  of  Virginia 
has  always  taken  a firm  stand  against  efforts  to 
overturn  Virginia’s  anti-substitution  laws,  and 
Whereas,  a similar  effort  will  likely  be  made 
during  the  1975  session  of  the  Virginia  Gen- 
eral Assembly,  now,  therefore,  be  it 
Resolved,  that  The  Medical  Society  of  Vir- 
ginia continue  to  warn  against  the  potential 
dangers  of  substituted  drugs  and  strongly  op- 
pose any  legislation  which  would  permit  the 
dispensing  of  a drug  product,  other  than  that 
prescribed  bv  the  physician,  without  prior 
consultation  between  pharmacist  and  physi- 
cian. 

Resolution  on  Comprehensive  Health  Planning 
Councils: 

(Sponsored  bv  Alexandria  Medical  Society) 

The  House  was  advised  that  the  Committee 
agreed  with  the  sponsors  that  a substitute  reso- 
lution should  be  recommended.  The  House  con- 
curred and  the  following  substitute  adopted: 

Resolved,  that  The  Medical  Society"  of  Vir- 
ginia urge  the  Commissioner  of  Health  when 
considering  a Certificate  of  Need  to  require  a 
statement  from  the  Medical  Society  or  Medi- 
cal Societies  of  the  appropriate  jurisdiction 
or  jurisdictions  as  to  whether  in  their  opinion 
any  medical  advantage  or  liability  is  apt  to 
result  from  such  action. 

Resolution  on  Malpractice  Premiums: 

(Sponsored  by  Norfolk  County  Medical  Society7) 

The  House  agreed  with  the  Committee  that 
this  resolution  should  not  be  adopted  in  view  of 
the  fact  that  a new  insurance  evaluation  commit- 
tee has  the  problem  under  study. 

Resolution  on  Repeal  of  PSRO  Legislation: 
(Sponsored  by  Southside  Virginia  Medical  So- 
ciety) 

It  was  recommended  that  this  particular  reso- 
lution be  postponed  indefinitely  since  the  Socie- 
ty is  already  on  record  as  desiring  the  repeal  of 
this  law.  The  House  concurred. 

Resolution  on  Malpractice  Litigation: 

(Sponsored  by  Williamsburg-James  City  County 
Medical  Society) 


The  Committee  called  attention  to  the  fact 
that  a Liaison  Committee  to  the  State  Bar  is  al- 
ready functioning  in  this  particular  area  and 
recommended  that  the  resolution  not  be  adopted. 
The  House  concurred. 

Legislative  Package: 

The  House  agreed  with  the  Committee  that  the 
report— and  supplemental  report— of  the  Legis- 
lative Committee  should  be  approved  and  its 
recommendations  adopted. 

Medical  Practice  Act: 

It  was  the  Reference  Committee’s  recommen- 
dation that  any  proposed  amendments  to  the 
Medical  Practice  Act  incorporate  the  sentiment 
that  the  State  Board  of  Medicine  should  retain 
the  ability  to  make  the  final  decision  on  who 
practices  the  healing  arts  in  Virginia.  The  rec- 
oimnendation  was  adopted. 

Health  Insurance  Policies: 

The  Committee  noted  that  there  was  under 
consideration  a proposal  to  require  health  insur- 
ance policies  sold  in  Virginia  to  include  cover- 
age for  complete  maternal  care  and  mental  ill- 
ness. It  was  the  Committee’s  recommendation 
that  these  two  items  should  be  referred  back  to 
the  Legislative  Committee  for  further  study  con- 
cerning the  constitutionality  of  the  proposal. 
The  House  concurred. 

Resolution  on  Sudden  Infant  Death  Syndrome: 
(Sponsored  by  Norfolk  County-  Medical  So- 
ciety) 

In  keeping  with  the  Committee’s  recommenda- 
tion, the  House  amended  the  first  “Resolved” 
by  deleting  the  words  “Norfolk  County  Medi- 
cal Society”  and  substituting  therefor  the  words 
“The  Medical  Society  of  Virginia”.  The  fifth 
“Resolved”  was  also  amended  bv  deleting  the 
words  “Dr.  David  K.  Wiecking”— the  feeling  be- 
ing that  reference  to  a specific  individual  was  not 
required.  The  resolution— as  amended— was  then 
adopted  and  reads  as  follows: 

Resolved,  that  The  Medical  Society  of  Vir- 
ginia strongly  recommends  that  all  physicians 
be  encouraged  to  seek  autopsies  on  all  sus- 
pected Sudden  Infant  Death  Syndrome  (SIDS) 
cases,  and 

Resolved,  that  all  local  medical  examiners 
be  required  to  request  autopsies  when  an  at- 
tending physician  is  not  available,  and 

Resolved,  that  all  hospital  pathologists  be 
urged  to  perform  autopsies  without  charge  to 


Volume  102,  January,  1975 


49 


the  parents  on  the  same  basis  as  they  perform 
autopsies  on  hospital  inpatients,  and 

Resolved,  that  SIDS  be  made  a certified 
cause  of  death  in  the  Bureau  of  Vital  Records 
and  Health  Statistics,  and 
Resolved,  that  approval  of  these  Resolutions 
be  sought  from  the  Chief  Medical  Examiner, 
and  therefore,  be  it  further 

Resolved,  that  The  Medical  Society  of  Vir- 
ginia distribute  these  Resolutions  in  its  final 
form  to  all  physicians  in  Virginia. 


Vice  Councilors  were  then  elected  as  follows: 


1st  District: 
2nd  District: 
3rd  District: 
4th  District: 
5th  District: 
6th  District: 
7th  District: 
8th  District: 
9th  District: 
10th  District: 


Dr.  William  Stewart  Burton 
Dr.  Gervas  S.  Taylor,  Jr. 

Dr.  Charles  M.  Caravati,  Jr. 
Dr.  Henry  M.  Snell 
Dr.  Russell  E.  Herring,  Jr. 
Dr.  Thomas  L.  Gorsuch 
Dr.  Harry  L.  Westfall,  Jr. 
Dr.  Nicholas  G.  Colletti 
Dr.  J.  William  Giesen 
Dr.  Richard  L.  Fields 


Presidential  Address: 

The  Committee  commended  Dr.  Martin  on  his 
Presidential  address  and  recommended  that  his 
comments  on  PSRO,  found  in  Paragraph  8,  be 
referred  to  Council  for  information  and  further 
consideration.  The  House  agreed. 

The  Committee  also  recommended  that  Dr. 
Martin’s  comments  on  HR  16204,  found  in  Para- 
graph 10,  be  accepted  as  an  excellent  source  of 
information.  The  House  concurred. 

Also  approved  was  the  recommendation  that 
Dr.  Martin’s  thoughts  concerning  the  importance 
of  belonging  to  VaMPAC  (Paragraph  11)  be 
recommended  to  the  membership. 

The  report  of  Reference  Committee  No.  3 as 
a whole  was  then  adopted  as  amended. 

The  Speaker  then  explained  the  procedure  to 
be  followed  in  the  election  of  officers  and  dele- 
gates and  the  nomination  of  a member  for  the 
Virginia  State  Board  of  Medicine. 

The  report  of  the  Nominating  Committee  was 
then  presented  by  its  Chairman,  Dr.  Harold  Wil- 
liams: 

Dr.  Raymond  Brown  was  nominated  for  Presi- 
dent-Elect and  unanimously  elected. 

Dr.  Anthony  J.  Munoz  was  elected  First  Vice- 
President;  Dr.  Duncan  Owen,  Second  Vice- 
President  and  Dr.  George  Mitchell,  Third  Vice- 
President. 

Dr.  William  J.  Hagood,  Jr.,  was  re-elected 
Speaker  of  the  House  and  Dr.  K.  K.  Wallace, 
Jr.,  was  re-elected  Vice  Speaker. 

Robert  I.  Howard  was  re-elected  Executive 
Vice-President. 

Nominations  for  Council  were  then  received 
and  the  following  elected: 

2nd  District:  Dr.  Charles  E.  Davis,  Jr. 

4th  District:  Dr.  Gordon  G.  Birdsong 

6th  District:  Dr.  H.  C.  Alexander,  III 

8th  District:  Dr.  Harry  C.  Kuykendall 

10th  District:  Dr.  W.  Leonard  Weyl 


Nominations  for  the  State  Board  of  Medicine 
were  then  received  from  the  Sixth  District  and 
the  following  names  will  be  submitted  to  the 
Governor  for  his  consideration: 

Dr.  C.  H.  Lippard 

Dr.  Robert  L.  Glenn 

Dr.  George  Edward  Calvert 

The  House  was  then  advised  that  the  terms  of 
Dr.  W.  Callier  Salley  and  Dr.  Percy  Wootton  as 
Delegate  and  Alternate  Delegate  to  the  American 
Medical  Association  would  expire  December  31, 
1974. 

Names  of  Dr.  F.  Ashton  Carmines  and  Dr. 
Carl  Stark  were  placed  in  nomination  for  Dele- 
gate and  Dr.  Carmines  was  elected. 

Dr.  Wootton  was  then  re-elected  as  Alternate 
Delegate. 

The  Speaker  called  attention  to  the  fact  that 
Dr.  Carmines’  election  made  it  necessary  for  an 
Alternate  Delegate  to  be  elected  to  fill  his  un- 
expired term.  Dr.  John  A.  Martin  was  nomi- 
nated and  elected. 

The  House  took  note  of  the  fact  that  Dr. 
Salley  had  not  stood  for  re-election  after  serving 
many  years  as  a Delegate  to  the  American  Afedi- 
cal  Association.  The  House  expressed  its  appre- 
ciation of  his  many  contributions  and  unani- 
mously adopted  the  following  resolution: 

Whereas,  Dr.  W.  Callier  Salley  has  indi- 
cated that  he  will  not  seek  re-election  to  the 
House  of  Delegates  of  the  American  Medical 
Association,  and 

Whereas,  Dr.  Salley  has  for  many  years 
served  with  distinction  as  a member  of  that 
body,  and 

Whereas,  his  tireless  and  dedicated  efforts 
on  behalf  of  American  Afedicine  have  won  for 
him  a permanent  place  in  the  hearts  of  his  col- 
leagues, therefore,  be  it 

Resolved,  that  the  House  of  Delegates  of 
The  Medical  Society  of  Virginia  express  and 
convey  to  Dr.  Salley  its  sincere  appreciation  of 
his  many  contributions  to  his  profession  and  a 
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special  “well  done”  for  his  invaluable  service 
as  a Delegate  to  AMA. 

Dr.  Carroll  then  obtained  consent  of  the 
House  to  offer  a resolution  expressing  appreci- 
ation for  the  work  of  the  Newport  News  Medi- 
cal Society,  and  its  Committee  on  Arrangements, 
in  arranging  a very  excellent  Annual  Meeting. 
The  resolution  was  adopted. 

Dr.  Hill  was  then  officially  inducted  into  the 
office  of  President  by  Dr.  Martin. 

As  his  first  official  act,  Dr.  Hill  presented  Dr. 
Martin  a special  gavel,  symbolic  of  the  Office  of 
President,  and  also  a Certificate  of  Distinguished 
Service. 

There  being  no  further  business,  the  meeting 
was  adjourned  sine  die. 

Robert  I.  Howard,  Secretary 

APPROVED: 

William  J.  Hagood,  Jr.,  M.D.,  Speaker 

General  Session 

A general  session  of  The  Medical  Society  of 
Virginia  was  held  at  the  Williamsburg  Confer- 
ence Center  on  Tuesday,  November  5,  1974.  The 
session  was  called  to  order  by  Dr.  John  A.  Mar- 
tin, President,  at  5:30  P.M. 

A motion  was  introduced  calling  for  the  rati- 
fication of  the  new  By-Laws  adopted  earlier  by 
the  House.  The  motion  was  seconded. 

During  the  ensuing  discussion,  a request  was 
made  that  Article  V,  Section  5,  be  referred  to 
Council  for  further  consideration. 

A substitute  motion  was  then  introduced  by 
Dr.  Williams  calling  for  the  ratification  of  the 
new  By-Laws  adopted  by  the  House  and  direct- 
ing that  the  matter  under  discussion  be  referred 
to  the  special  Committee  on  By-Laws.  The  sub- 
stitute motion  was  seconded  and  carried. 

There  being  no  further  business,  the  general 
session  was  declared  adjourned. 

Robert  I.  Howard,  Secretary 

APPROVED: 

John  A.  Martin,  M.D.,  President 

The  following  reports  were  presented  to  the 
House  of  Delegates  but  have  not  been  previously 
published. 

SUPPLEMENTAL  REPORT  FROM 
LEGISLATIVE  COMMITTEE 

The  following  recommendations  from  the  Legislative 
Committee  are  reported  to  the  House  of  Delegates  for 
its  consideration: 

1.  Defective  Delinquent  Study  (SJR-31):  (SUP- 
PORT) 


The  Society  should  re-affirm  its  support  for  the 
establishment  of  an  institution  to  provide  for  spe- 
cial handling  of  defective  delinquent  offenders. 
The  concept  is  sound  and  we  recommend  that 
this  public  safety  statute  be  introduced  and  en- 
acted by  the  General  Assembly. 

2.  Changes  in  The  Medical  Practice  Act  (SB-324): 
(SUPPORT) 

The  present  SB-324  was  unacceptable  to  us  and 
the  Board  of  Medicine  has  prepared  a substitute 
bill  to  revise  the  Medical  Practice  Act.  This  bill 
has  been  reviewed  by  the  Legislative  Committee 
and  a number  of  the  changes  incorporated  in  the 
bill  have  been  found  to  be  acceptable.  Some  key 
provisions,  however,  are  considered  to  be  of  criti- 
cal importance  and  the  Legislative  Committee’s 
support  of  the  bill  depends  upon  the  acceptability 
of  changes  in  those  sections  recommended  by 
that  Committee. 

3.  Inmmnity  From  Litigation  for  Physicians  Serv- 
ing on  Peer  Review  Organizations:  (SUPPORT) 

A bill  providing  the  above  immunity  was  ap- 
proved by  the  Legislative  Committee.  This  bill 
has  been  forwarded  to  the  local  component  socie- 
ties for  review  with  the  request  that  they  obtain 
local  sponsorship  for  its  introduction. 

Senator  Buchanan,  the  physician  member  of  the 
General  Assembly,  has  indicated  his  wish  to  in- 
troduce such  legislation  and  the  Dental  Society 
has  been  requested  to  assist  in  preparing  language 
with  respect  to  the  dentists  which  will  be  com- 
patible with  Dr.  Buchanan’s  intentions. 

4.  Health  Insurance  Policies  to  Include  Coverage  for 
(I)  Complete  Maternal  Care  (2)  Coverage  of 
Newly  Bom  Child  from  Moment  of  Birth  and 
(3)  Mental  Illness:  (UNDECIDED) 

Several  specialty  groups,  committees  of  the  So- 
ciety, and  component  societies  have  recommended 
that  every  health  insurance  policy  sold  in  Vir- 
ginia should  require  the  above  coverage. 

The  Legislative  Committee,  which  questioned 
the  constitutionality  of  such  requirements,  has  re- 
quested that  more  data  be  accumulated  before  a 
firm  position  be  established. 

This  data  has  been  received  and  is  submitted  to 
the  Reference  Committee  for  additional  considera- 
tion. 

5.  Proposed  Sudden  Infant  Death  Syndrome  Bill: 
(UNDECIDED) 

The  Norfolk  County  Medical  Society  and  the 
Virginia  Chapter  of  the  American  Academy  of 
Pediatrics  endorsed  the  concept  of  the  introduc- 
tion of  a bill  to  have  all  suspected  SIDS  deaths 
autopsied. 

No  definite  language  for  such  a bill  has  been 
agreed  upon.  Additional  information  has  been 
provided  and  it  is  the  hope  the  Reference  Com- 
mittee will  decide  what  action  should  be  taken. 

6.  Unionization  of  Hospitals— No-Strike  Provision: 
(SUPPORT) 

Since  the  Committee  recommended  this  action, 
we  have  learned  that  Federal  legislation  over-rides 
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any  state  laws  in  this  connection.  Therefore,  such 
a position  would  be  ineffective. 

The  Committee  recommends  the  strong  support 
of  a “no-strike”  position  be  included  in  any  Vir- 
ginia statute. 

7.  Automobile  Drivers  with  Epilepsy  and  Narco- 
lepsy: 

The  Society  has  been  requested  by  one  of  our 
legislators  to  approve  new  legislation  recommend- 
ed by  the  Commissioner  of  the  Division  of  Motor 
Vehicles  to  require  additional  reporting  require- 
ments for  drivers  with  the  above  conditions. 

The  Legislative  Committee  has  approved  the 
following  statement  for  consideration  and  adop- 
tion by  the  House: 

Unless  it  is  provable  by  statistics  that  this  is  a 
menace  to  safety,  we  do  not  feel  that  the  re- 
porting of  these  patients  is  necessary  and,  fur- 
thermore, if  these  conditions  are  not  hazardous, 
it  would  constitute  an  undue  invasion  of  pri- 
vacy and  a violation  of  the  doctor-patient  rela- 
tionship. 

8.  Restoration  of  Vocational  Rehabilitation  Betiefits 
( HB-823):  (UNDECIDED) 

The  Commissioner  of  the  Department  of  Voca- 
tional Rehabilitation  has  requested  the  Society’s 
support  of  this  carry-over  bill.  The  Legislative 
Committee  requested  more  information  be  ob- 
tained before  making  a recommendation. 

This  information  is  now  available  and  is  pro- 
vided to  the  Reference  Committee  for  final  con- 
sideration and  action. 

9.  Abortion  (SB-56):  (SUPPORT) 

This  bill  has  been  carried  over  from  the  last 
session  of  the  General  Assembly  since  it  was  in- 
cluded in  Code  changes  dealing  with  Capital  Pun- 
ishment. 

Our  Maternal  Health  Committee  has  had  a 
voice  in  determining  the  amended  language  of 
this  bill  and,  therefore,  request  the  House  support. 

10.  Truth  in  Abortion  Law:  (OPPOSE) 

The  language  of  this  proposed  bill  was  not 
available  for  consideration  by  the  Legislative  Com- 
mittee. It  is  felt,  however,  that  if  such  a bill  were 
introduced,  it  would  merely  be  another  effort  by 
the  “right  to  life”  faction  to  prevent  SB-56  from 
being  enacted.  The  staff  has  been  alerted  to  the 
possible  introduction  of  this  bill  and  will  keep 
the  Society  informed  as  to  its  language,  if  intro- 
duced. 

11.  Alcoholism  Bill  (SB-351):  (OPPOSE) 

The  Legislative  Committee  recommends  oppo- 
sition to  this  bill. 

The  Governor  has  requested  the  State  Health 
Department  to  introduce  the  Uniform  Alcoholism 
Act  during  the  1975  session  of  the  General  As- 
sembly. The  Uniform  Act  will  be  modified  to 
conform  with  the  administrative  and  organiza- 
tional structure  of  the  State  Health  Department. 

The  Mental  Health  and  Alcoholism  Committees 
will  have  a position  statement  to  offer  to  the 
House  at  the  time  of  the  Annual  Meeting. 


12.  Continuing  Medical  Education  (HB-126  and  HB- 
132):  (OPPOSE) 

The  Legislative  Committee  recommends  opposi- 
tion to  these  bills  with  the  following  statement: 

W e believe  that  Continuing  Medical  Education 

should  be  a function  of  the  profession  and  not 

be  subject  to  legislative  process. 

13.  Results  of  Pre-Marital  Blood  Tests  to  be  Given  to 
Couple  in  Writing  (HB-208):  (OPPOSE) 

The  section  of  this  carry-over  bill  could  cause 
a great  deal  of  inconvenience  to  the  physicians  of 
Virginia.  It  is  felt  this  procedure  would  be  very 
cumbersome  in  view  of  the  language  of  the  bill. 
The  Legislative  Committee  recommends  maintain- 
ing the  law  as  presently  written  on  the  grounds 
that  present  procedures  are  the  most  satisfactory 
and  uncomplicated. 

14.  Proposed  Professional  Counselor  Bill:  (OPPOSE) 

The  Legislative  Committee  reviewed  the  lan- 
guage of  this  bill  which  was  killed  in  the  last  ses- 
sion of  the  General  Assembly.  It  is  anticipated 
that  this  bill  will  be  re-introduced  during  the  1975 
session  and  recommends  opposition. 

15.  Review  of  Other  Carry-Over  Bills: 

The  Secretary  of  the  Legislative  Committee  has 
reviewed  and  prepared  a list  of  additional  carry- 
over legislation  with  the  position  he  understands 
the  Legislative  Committee  and  Society  to  have 
taken  with  respect  to  various  items. 

A list  of  these  bills  is  attached  to  this  report  for 
review  by  the  House,  for  final  action. 

16.  Child  Abuse:  (SUPPORT) 

The  Legislative  Committee  understands  that  a 
compromise  bill  regarding  the  improvement  in  the 
reporting  of  and  increased  protection  from  child 
abuse  will  be  introduced  by  a study  commission 
who  has  been  very  active  during  the  past  year. 

The  Legislative  Committee  recommends  sup- 
port of  this  bill. 

17.  Use  of  Lights  on  Motorcycles  During  Daylight 
Hours:  (UNDECIDED) 

This  proposed  legislation  has  just  been  received 
and  was  not  considered  by  the  Committee. 

Reasons  for  this  bill  are  the  growing  number  of 
motorcycles  and  the  fact  that  a motorcycle’s  size 
makes  it  hard  for  other  vehicles  to  see  motor- 
cycles, even  in  the  daylight. 

Final  position  decision  is  referred  to  the  House 
for  action. 

18.  Licensing  of  Electrologists: 

The  Society  has  received  a statement  from  the 
Richmond  Dermatological  Society  supporting  the 
concept  that  Electrologists  should  best  be  licensed. 

Since  such  legislation  may  well  be  introduced  in 
1975,  the  Society  should  have  a position  statement 
to  offer  to  the  members  of  the  legislature. 

19.  Certificate  of  Need  Statute— Amendment  to: 

A proposed  amendment  to  the  above  statute 
has  been  received  from  the  Alexandria  Medical 
Society,  for  consideration. 

A position  of  support  for  this  amendment  is 
requested. 

“.  . . . That  The  Comprehensive  Health  Plan- 
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Keeping  things  in  balance.*/ 


Antivert  /25  Tablets 

( 25  mg.  meclizine  HC1) 


‘'INDICATIONS  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  information,  FDA  has  classi- 
fied the  indications  as  follows: 

Effective  Management  of  nausea  and  vominng  and  dizziness  associated  with 
motion  sickness 

Possibly  Effective : Management  of  vertigo  associated  with  diseases  affecting 
the  vestibular  system. 

Final  classification  of  the  less  than  effecnve  indications  requires  further 
investigation 

CONTRAINDICATIONS-  Admimstranon  of  Annvert  dunng  pregnancy  or  to 
women  who  may  become  pregnant  is  contraindicated  in  view  of  the  teratogenic 
effect  of  the  drug  in  rats 

The  admimstranon  of  meclizine  to  pregnant  rats  dunng  the  1 2- 1 5 day  of  gestaoon 


has  produced  cleft  palate  in  the  otfspnng  Limited  studies  using  doses  of  over  100 
mg./kgyday  in  rabbits  and  10  mg  /kg/day  in  pigs  and  monkeys  did  not  show  cleft 
palate  Congeners  of  meclizine  have  caused  cleft  palate  in  species  other  than  the  rat 
Meclizine  HC1  is  contraindicated  in  individuals  who  have  shown  a previous 
hypersensitivity  to  it. 

WARNINGS  Since  drowsiness  may.  on  occasion,  occur  with  use  of  this  drug, 
panents  should  be  warned  of  this  possibility  and  cautioned  against  dnving  a car  or 
operaong  dangerous  machinerv 

Usage  in  Children  Clintcal  studies  establishing  safety  and  effecnveness  in  children 
have  not  been  done;  therefore,  usage  is  not  recommended  in  the  pediatnc  age  group 
Usage  in  Pregnancy  See  "Contraindications 
ADVERSE  REACTIONS  Drowsiness,  dry  nUcHKa 
mouth  and.  on  rare  occasions,  blurred  vision  A dlvls,on  of  p,lzer  pharmaceut,cals 
have  been  reported  New  York,  New  York  10017 


Take  your  C.M.E. 
by  the  sea .... 

49  Continuing  Medical  Education  courses  at 
AMA’s  Annual  Convention,  June  14-18,  1975 
Atlantic  City,  New  Jersey 

Those  49  Category  I Continuing  Medical  Education  courses  are  the 
largest  number  ever  offered  at  an  AMA  convention.  On  top  of  that, 
there’ll  be  Category  I symposia  and  medical  motion  pictures  on  a 
wide  variety  of  specialties. 

Also  featured  are  a number  of  special  interest  programs:  a two-day 
session  on  the  Medical  Aspects  of  Sports,  a series  of  special  courses 
on  clinical  pathology,  and  a joint  program  by  the  American  Veterinary 
Medical  Association  and  the  AMA  on  diseases  transmitted  to  man 
by  household  pets.  Physicians’  wives  and  families  will  be  offered 
interesting  programs  co-sponsored  by  the  AMA's  Council  on  Scien- 
tific Assembly  and  the  Woman's  Auxiliary  of  the  AMA. 

For  more  information,  write: 

Dept,  of  Circulation  & Records,  AMA* 

535  N.  Dearborn  St.,  Chicago,  IL  606 10* 
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ning  Council  make  no  decision  of  a medical  nature 
without  previously  requesting  a statement  from 
the  medical  society  of  the  appropriate  jurisdic- 
tion as  to  whether,  in  their  opinion,  any  medical 
advantage  or  liability  is  apt  to  result  from  such 
action.” 

20.  Child  Abuse  Reporting  Form: 

Delegate  Ira  M.  Lechner,  Arlington,  has  re- 
quested consideration  of  the  above  form  which  he 
may  introduce  in  1975.  A similar  bill,  sponsored 
by  Mr.  Lechner,  was  killed  in  Committee  during 
the  last  session. 

It  would  seem  that  this  is  the  appropriate  time 
to  make  a decision  as  to  whether  a position  should 
be  taken. 

SUPPLEMENTAL  REPORT  OF  AMA  DELEGATES 

Your  delegation  recommends  that  the  Speaker  and  the 
Executive  Vice  President  arrange  a time  during  each 
annual  session  of  The  Medical  Society  of  Virginia, 
wherein  the  AMA  Delegates  will  report  to  the  House 
of  Delegates  of  The  Medical  Society  of  Virginia,  and 
discuss  whatever  topics  the  Delegates  or  members  desire. 
We  consider  this  matter  of  great  importance  because 
increased  communication  is,  in  our  judgment,  quite 
necessary. 

W.  Callier  Salley,  M.D. 

William  S.  Hotchkiss,  M.D. 

Michael  A.  Puzak,  M.D. 

SUPPLEMENTAL  REPORT 
SPECIAL  COMMITTEE  ON  CONSTITUTION 
AND  BY-LAWS 

1.  In  proposed  Article  V,  Section  4 make  the  second 
paragraph  a separate  section.  The  remaining  sec- 
tions would  be  assigned  different  numbers. 

2.  In  proposed  Article  VIII,  Section  6 move  the  por- 
tion beginning  “At  the  first  meeting  . . .”  and 
ending  “.  . . succeeding  meeting  of  the  House  of 
Delegates”  to  Article  VII  as  a separate  section. 

3.  Article  XIV  proposed  parliamentary  authority  shall 
be  Sturgis'  Standard  Code  of  Parliamentary  Pro- 
cedure (current  Edition). 

K.  K.  Wallace,  Jr.,  M.D. 

SUPPLEMENTAL  REPORT 

JUDICIARY  COMMITTEE 

I he  Judiciary  Committee  recommends  the  following 
be  added  to  the  By-Laws: 

At  the  first  meeting  of  the  House  of  Delegates,  each 
district  shall  submit  to  the  Speaker  the  name  of  the 
chairman  of  the  delegation,  whose  duty  it  shall  be  (1)  to 
secure  a list  of  qualified  delegates  from  his  district,  (2) 
to  designate  the  time  and  place  for  their  meeting,  and  to 
report  their  nomination  for  Councilor  to  the  succeeding 
meeting  of  the  House  of  Delegates. 

K.  K.  Wallace,  Jr.,  M.D. 

SUPPLEMENTAL  REPORT 
JOINT  PRACTICE  COMMITTEE  MSV-VNA 

A third  meeting  of  the  Joint  Practice  Committee  of 

Volume  102,  January,  1975 


The  Medical  Society  of  Virginia  and  Virginia  Nurses 
Association  was  held  on  September  27,  1974,  at  the  head- 
quarters of  The  Medical  Society  of  Virginia,  with  twelve 
members  present.  Others  present  were  Dr.  William  Hill, 
President-elect  of  The  Medical  Society  of  Virginia,  Mrs. 
Barbara  Walker,  Executive  Director  of  Virginia  Nurses 
Association,  Ms.  Beverly  Boyd,  Assistant  Executive  Di- 
rector Virginia  Nurses  Association,  and  Willard  C. 
Osburn,  Administrative  Assistant,  The  Medical  Society 
of  Virginia. 

It  was  decided  to  temporarily  postpone  a Virginia 
State  Conference  at  this  time. 

Proposed  By-Laws  for  the  Joint  Practice  Committee 
MSV-VNA  were  adopted.  An  executive  committee  was 
formulated  being  composed  of  the  officers  of  the  com- 
mittee with  the  addition  of  Dr.  William  E.  Painter  and 
Anna  Belle  Kinney,  R.N. 

Dr.  William  Hill  stated  that  he  was  very  much  in- 
terested in  the  work  of  this  committee  and  would  render 
his  support  in  every  way  possible. 

W.  N.  Thompson,  M.D.,  Co-Chairman 

COMMISSION  ON  CONTINUING  EDUCATION 

The  House  of  Delegates  of  The  Medical  Society  of 
Virginia,  during  its  1973  meeting  at  Norfolk,  adopted  a 
resolution  directing  that  a commission  on  continuing 
medical  education  be  appointed  for  the  purpose  of 
developing  an  acceptable  program  of  continuing  educa- 
tion and  that  the  proposed  program  be  presented  to  the 
House  for  its  consideration  during  the  1974  Annual 
Meeting  at  Williamsburg. 

In  compliance  with  that  directive,  a commission  was 
appointed  by  the  President  and  immediately  began  its 
task  of  putting  together  a program  which  would  have 
the  support  and  approval  of  all  Virginia  physicians. 
That  program  has  now  been  completed  and  the  Com- 
mission believes  it  has  carried  out  its  assignment  in 
keeping  with  the  spirit  and  intent  of  the  House  directive. 

The  Commission,  at  the  very  outset,  wishes  to  make 
it  quite  clear  that  its  proposal  is  concerned  only  with 
continuing  education  per  se  and  not  with  the  question 
of  whether  such  education  should  or  should  not  be  re- 
lated to  relicensure  and/or  Society  membership.  Our 
objective  is  simply  to  provide  Virginia  physicians  a ve- 
hicle by  which  they  can  participate  in  continuing  edu- 
cation activities,  more  easily  document  such  participation 
and,  as  a result,  improve  the  quality  of  medical  care  in 
our  State. 

Your  Commission  is  cognizant  of  the  many  excellent 
continuing  education  programs  already  in  existence— 
particularly  those  sponsored  and  administered  by  a 
number  of  specialty  groups.  The  certification  program 
of  the  American  Academy  of  Family  Physicians  provides 
a classic  example.  Then,  too,  there  is  the  all  encom- 
passing AMA  Physician’s  Recognition  Award  Program 
—designed  for  physicians  in  all  fields  of  practice. 

Even  with  the  existence  of  these  fine  programs,  it 
seems  clear  that  a truly  successful  and  meaningful  con- 
tinuing education  effort  must  be  state  based  and  oriented 
in  order  that  a proper  degree  of  coordination  and  con- 
trol can  be  achieved  and  maintained.  This  does  not  mean 
that  the  programs  mentioned  above  should  be  thrust 
aside.  Rather,  the  Virginia  program  would,  at  the  outset. 
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recognize  the  AMA  Physician’s  Award  and  the  AAFP 
Continuing  Education  Program  as  meeting  its  require- 
ments. Those  of  other  organizations  would  be  reviewed 
for  similar  approval  as  they  are  developed. 

The  very  heart  of  any  continuing  education  program 
is  found  in  the  criteria  it  uses  for  certification  purposes. 
Your  Commission  has  recommended  that  the  Virginia 
program  require  150  points  of  continuing  education 
activity  over  a three  year  period.  It  also  believes  that 
those  categories  of  credit  used  by  the  AMA  Physician’s 
Recognition  Award  should  be  utilized  in  connection 
with  our  own  program. 

There  seems  little  doubt  that  should  this  program 
become  operational  it  will  be  necessary  for  your  Com- 
mission to  enjoy  more  specific  authority.  It  should  be 
empowered  to  develop  specific  programs,  work  with  all 
interested  groups,  authorize  the  awarding  of  certificates, 
etc.  The  Commission  should  be  permanent  in  nature  and 
its  members  appointed  for  more  than  one  year  in  order 
to  achieve  continuity. 

Although  the  implementation  of  this  program  of  con- 
tinuing education  hinges  on  the  decision  of  the  House  of 
Delegates,  we  are  pleased  to  report  that  your  Commis- 
sion is  ready  to  move  forward  immediately  should  ap- 
proval be  forthcoming.  A grant  which  would  fund  the 
program  during  its  first  year  of  operation  has  been  ob- 
tained through  the  Virginia  Regional  Medical  Program. 
The  grant  is  in  the  amount  of  $122,000  and  is  sufficient 
to  place  the  program  on  a sound  footing  at  the  very 
beginning. 

It  seems  advisable  at  this  time  to  look  at  the  basic 
ingredients  of  the  Program: 

Introduction  and  Rationale 

Since  Continuing  Medical  Education  has  evolved  over 
the  years,  rather  than  having  been  planned,  it  lacks  the 
mechanism  necessary  to  meet  the  needs  of  its  profession- 
als. If  one  couples  this  with  the  significant  distances 
which  separate  these  professionals  as  well  as  the  widely 
divergent  types  of  medical  practice  in  Virginia  it  becomes 
apparent  that  a system  of  coordinated,  continuing  medi- 
cal education  is  essential.  The  most  logical  group  to 
function  in  this  capacity  is  The  Medical  Society  of  Vir- 
ginia and  its  component  chapters.  This  project  should 
include  all  of  the  State’s  physicians. 

Overall  Goal 

To  design  in  the  State  of  Virginia  a system  of  coordi- 
nation, documentation,  certification  and  programming 
for  continuing  medical  education  based  on  sound  edu- 
cation principles.  This  system  is  designed  to  bring  to- 
gether existing  functions  and  to  implement  additional 
ones  under  one  central  coordinating  agency.  It  is  pro- 
posed that  the  central  coordinating  agency  for  this  proj- 
ect be  The  Medical  Society'  of  Virginia. 

Assumptions 

1.  The  prime  goal  of  continuing  medical  education  is 
high  quality  patient  care. 

2.  Learning  takes  place  best  when  it  is  accomplished 
in  a manner , time,  and  place  which  meets  a need 
that  is  recognized  by  the  learner. 


3.  Learning  is  best  facilitated  when  the  learner  is  in- 
volved in: 

A.  Identifying  the  problem. 

B.  Seeking  solutions  to  the  problem. 

C.  Solving  the  problem. 

4.  Efforts  in  Continuing  Medical  Education  should 
initially  reflect  areas  of  deficiency  which  cause  the 
most  problems  for  the  most  people.  The  factors 
involved  in  this  include  disease  incidence,  the  dis- 
ability produced  by  these  diseases,  the  social  de- 
struction caused  by  these  diseases,  and  the  capabil- 
ity of  quality  medical  care  to  affect  the  outcome. 

5.  Learning  should  be  intrinsically  motivating  and 
ultimately  lead  to  personal  growth. 

Overall  Objective 

To  create  a functioning  commission  on  continuing 
medical  education  within  The  Medical  Society  of  Vir- 
ginia.* The  function  of  this  commission  would  be  to: 

1.  Coordinate  continuing  medical  education  activities 
on  a Statewide  basis.  This  would  include: 

A.  Devising  and  implementing  an  all  inclusive  net- 
work which  would  provide  the  communication 
mechanism  for  the  coordinating  activity.  Ex- 
amples of  this  are:  Chairmen  of  continuing 
medical  education  committees  and  directors  of 
medical  education  at  community  hospitals,  those 
responsible  for  continuing  medical  education  of 
specialty  societies,  and  county  medical  societies. 

B.  A medical  school  consortium  which  would  co- 
ordinate the  activities  between  the  three  medical 
schools  thereby  eliminating  duplication  and  ef- 
fectively utilizing  resources;  this  would  utilize 
the  existing  Deans  Council  as  an  advisory  group. 

C.  Encourage  other  groups  within  the  health  sci- 
ences to  undertake  similar  action  with  the  ulti- 
mate conclusion  being  a Statewide,  health  sci- 
ences wide  clearinghouse  in  the  future. 

2.  Serve  as  a documentation  agency  for  continuing 
medical  education  activities.  This  would  include: 

A.  Serve  as  a clearinghouse  for  all  continuing  medi- 
cal education  programming  in  Virginia  and  in 
conjunction  with  other  states.  A means  for  ac- 
complishing this  is  to  function  as  the  AMA  ac- 
crediting body  for  Virginia.  This  application 
will  be  filed  with  anticipated  completion  by 
November,  1974. 

B.  Serve  as  an  approval  body  for  CME  in  the  State 
of  Virginia. 

C.  Document  attendance  at  the  above  mentioned 
continuing  medical  education  programming. 

3.  The  design  of  a certification  model  capable  of 
ultimately  determining  whether  individual  physi- 
cians are  providing  an  acceptable  level  of  patient 
care.  This  model  may  then  be  used  to  certify'  those 
physicians  in  the  State  who  desire  such  certification, 
and  in  future  if  certification  becomes  a legal  neces- 
sity the  medical  society  would  have  available  the 
mechanism  to  do  this  in  a meaningful  manner.  The 

• This  Commission  has  already  been  formed. 
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model  could  include  but  not  be  limited  to  the 
following: 

A.  Hours  of  formal,  approved  continuing  medical 
education  attended.  This  will  include  keeping 
complete  attendance  records  of  educational  ac- 
tivity of  all  physicians  in  the  State  of  Virginia. 

B.  Research— This  is  defined  as  publishing  in  any 
refereed  journal. 

C.  Self  Learning  Activities— This  includes  any 
learning  activity  undertaken  by  the  individual 
learner  himself.  This  includes  the  reading  of 
medical  journals,  self-instructional  packages, 
tapes,  movies,  etc. 

D.  Teaching— This  includes  any  teaching  activity 
within  the  health  sciences. 

E.  Consulting— This  includes  providing  information 
to  others  or  utilizing  the  counsel  of  another 
physician. 

F.  Quality  Assurance—  This  constitutes  participa- 
tion in  a record  audit  system. 

G.  Participation  in  events  which  advance  their  own 
specialty  society  or  organized  medicine. 

H.  Perforviance  Evaluation— This  includes  observa- 
tion of  procedures  and  many  other  potential 
methods. 

I.  Self  Assessment— 'This  involves  the  taking  of 
standardized  self  assessment  exams  available  from 
any  number  of  acceptable  organizations. 

4.  Development  of  an  educational  and  research  com- 
ponent for  the  purpose  of  needs  assessment,  pro- 
gram planning  and  implementation,  and  evaluation. 
This  would  be  accomplished  by  using  the  exper- 
tise available,  including  the  voluntary  health 
groups;  such  as  Virginia  Heart  Association  and 
Virginia  Cancer  Association,  the  community  hos- 
pitals, specialty  societies,  component  chapters  of 
The  Medical  Society  of  Virginia,  and  the  medical 
schools.  This  should  include  but  not  be  limited  to 
the  following  methodologies: 

A.  Self  Assessment— This  is  an  individual  needs  as- 
sessment undertaken  by  the  physician  himself. 
A number  of  methodologies  for  helping  the 
physician  do  this  are  currently  in  use.  The 
Commission  should  make  these  methodologies 
readily  available  to  the  physicians  in  Virginia. 

B.  Comprehensive  Needs  Assessment— This  will  be 
sponsored  by  the  Commission  and  should  in- 
volve a valid  random  sample  of  the  state's  phy- 
sician population.  This  will  enable  the  Com- 
mission to  assess  commonalities  of  need  and  in 
turn  provide  a basis  for  educational  program 
planning.  An  example  of  this  is  the  Illinois 
Council  on  Continuing  Medical  Education. 

C.  Practice  Description— This  will  be  sponsored  by 
the  Commission  and  undertaken  with  the  co- 
operation of  a valid  random  sample  of  physi- 
cians. This  would  be  accomplished  by  develop- 
ing practice  profiles  which  describe  patterns  of 
disease  seen.  The  methodology  to  be  utilized  in 
this  case  would  be  the  patient  contact  record 
and  task  analysis.  This  practice  description  will 


enable  the  Commission  to  better  utilize  the 
comprehensive  needs  assessment. 

D.  Audit  Clearinghouse— This  will  be  set  up  by  the 
Commission  and  will  function  on  a statewide 
basis.  The  compilation  of  these  outcome  audits 
will  provide  additional  valuable  data  for  deter- 
mining needs.  When  operational  they  will  also 
provide  an  evaluation  mechanism. 

E.  Liaison  Activities— This  involves  close  communi- 
cation and  interaction  with  both  the  PSRO,  as 
it  becomes  effective  and  the  Quality  Assurance 
Program  of  the  Virginia  Regional  Medical  Pro- 
gram. The  resultant  relationship  will  provide 
information  regarding  education  needs  and  in 
turn  will  be  an  additional  tool  for  program  plan- 
ning and  evaluation. 

F.  Felt  Needs— This  can  be  conducted  by  the  Com- 
mission through  the  cooperation  of  the  various 
community  hospital  directors  of  continuing 
medical  education.  This  is  a necessary  and  vital 
initial  step  on  the  road  to  measured  needs. 

G.  Key  Studies— The  commission  should  avail  it- 
self of  material  gathered  by  various  studies  with 
relevance  in  this  area.  Certain  examples  of  this 
are: 

1.  The  A AFP-Carolina  Study  utilizing  the 
tracer  method. 

2.  The  Department  of  Family  Practice  Data 
Retrieval  Study  at  the  Medical  College  of 
Virginia. 

3.  The  National  Ambulator)’  Care  Study. 

These  studies  and  others  of  this  type  will  pro- 
vide the  Commission  necessary  information  c?n 
which  to  base  their  educational  decisions. 

H.  Program  Planning  and  Implementation— This 
will  be  sponsored  by  the  Commission  utilizing 
the  expertise  which  is  now  appropriate.  This 
will  utilize  the  information  gathered  by  the 
needs  (felt  and  measured)  assessment,  practice 
description,  audit  clearinghouse,  key  studies  and 
liaison  activities.  Programming  will  not  be  lim- 
ited to  traditional  didactic  presentations,  but  will 
emphasize  learning  experiences  which  are  appro- 
priate to  the  situation. 

I.  Program  Evaluation— This  will  be  sponsored  by 
the  Commission  again  utilizing  the  expertise 
which  is  now  appropriate.  This  will  involve 
determining  the  effect  in  terms  of  changed  be- 
havior of  various  planned  learning  activities, 
paying  attention  to  both  intended  and  unin- 
tended outcomes.  The  medical  audit  is  one  cur- 
rently available  methodology  to  evaluate  educa- 
tional programming. 

It  is  the  recommendation  of  the  Commission  on  Con- 
tinuing Medical  Education  that  the  program  described 
above  be  approved  by  the  House  of  Delegates  and  im- 
plemented at  the  earliest  practicable  moment. 

Chari.es  Davis,  M.D.,  Chairman 

David  B.  Walthall,  III,  M.D. 

James  R.  Scholten,  M.D. 

James  M.  Moss,  M.D. 

William  H.  Barney,  M.D. 

Harry  C.  Kuykendall,  M.D. 
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George  J.  Carroll,  M.D. 

Hannibal  E.  Howell,  M.D. 

T.  Winston  Gouldin,  M.D. 

Charles  L.  Crockett,  Jr.,  M.D. 

James  W.  Craig,  M.D. 

RURAL  HEALTH 

The  Chairman  of  the  Rural  Health  Committee  was 
pleased  to  be  able  to  represent  The  Medical  Society  of 
Virginia  at  the  27th  National  Conference  on  Rural 
Health  in  Detroit.  Several  resolutions  pertaining  to  rural 
health  are  an  outgrowth  of  that  conference  and  are  pre- 
sented to  the  Society'  at  this  time  for  their  considera- 
tion. 

As  a result  of  the  work  of  the  Virginia  Council  on 
Health  and  Medical  Care  the  28th  National  Conference 
on  Health  and  Medical  Care  sponsored  by  the  American 
/Medical  Association  will  be  held  in  Roanoke,  Virginia, 
in  March  of  next  year.  It  is  hoped  by'  the  Committee  on 
Rural  Health  that  the  entire  Society  will  lend  its  support 
to  this  very  worthwhile  program. 

Julian  L.  Givens,  M.D.,  Chairman 
Harold  W.  Felton,  M.D. 

O.  Hunter  McClung,  M.D. 

CONSERVATION  OF  HEARING 

The  Committee  on  Conservation  of  Hearing  is  pres- 
ently completing  a protocol  for  registry  of  the  deaf  and 
is  also  involved  in  preparing  a statement  rejecting  acu- 
puncture for  profound  nerve  deafness. 

George  H.  Williams,  M.D.,  Chairman 
M.  M.  Mackay,  M.D. 

Alvin  B.  Mirmelstein,  M.D. 

Cary  N.  Moon,  Jr.,  M.D. 

Charles  S.  Sale,  M.D. 

VIRGINIA  PROFESSIONAL  STANDARDS 
REVIEW  FOUNDATION 

Submitted  to  the  Council  of  The  Medical  Society  of 
Virginia  thirty  days  prior  to  the  Annual  Meeting  of 
The  Medical  Society'  of  Virginia  as  required  by  Article 
IX  of  the  VPSRF  By-Laws. 

I his  report  covers  the  period  from  inception  by  char- 
ter of  incorporation  on  May  24,  1974,  to  September  30, 
1974;  this  period  represents  the  early  stages  of  organi- 
zation and  operation,  including  the  setting  up  of  the 
office  at  Charlottesville,  recruitment  of  staff,  and  initial 
activities. 

The  Current  Board  of  Directors  of  VPSKI  consists 
of  the  voting  members  of  the  Council  of  The  Medical 
Society  of  Virginia  and  the  members  of  the  Ad  Hoc 
Peer  Review  Committee  of  the  Society. 

Officers  of  VPSRF  elected  by  the  Roard  are: 

Robert  L.  A.  Kceley,  M.D.,  (Roanoke),  President 
Robert  K.  Maddock,  M.D.,  (Norfolk),  Vice-Presi- 
dent 

George  M.  Nipe,  M.D.,  (Harrisonburg),  Secretary 
Carrington  Williams,  Jr.,  M.D.,  (Richmond),  Treas- 
urer 

The  Future  Board  of  Directors  of  VPSRF,  in  accord- 
ance with  the  foundation’s  Bv-Laws,  will  change  in 


composition  after  the  forthcoming  Annual  Meeting  of 
the  Society  as  follows;  President,  President-Elect,  Im- 
mediate Past  President,  and  Executive  Vice-President  of 
The  Medical  Society  of  Virginia;  two  members  ap- 
pointed at  large  by  the  Council  of  The  Medical  So- 
ciety of  Virginia;  and  two  physicians  elected  by  each 
PSRO  in  the  state  which  has  entered  into  an  agreement 
to  be  served  by  the  Foundation. 

Current  Staff—  Leon  Geoffrey  (Charlottesville)  was 
employed  as  Executive  Director;  Mary  Rose  Dreelin, 
Registered  Records  Administrator,  as  Medical  Records 
Analyst;  and  Henry  Hunt,  Master  of  Social  Work,  as 
Health  Care  Program  Officer. 

Contract  with  the  Department  of  Health,  Education, 
and  \ V elf  are— VPSRF  was  awarded  a contract  on  June 
13,  1974,  to  perform  the  functions  of  a “Statewide  PSRO 
Support  Center’’  to  assist  physicians  in  responding  to 
Public  Law  92-603.  In  accordance  with  regulations  pub- 
lished by  the  Secretary  of  the  United  States  Depart- 
ment of  Health,  Education,  and  Welfare  in  the  Federal 
Register  of  March  18,  1974,  Virginia  has  been  divided 
into  five  PSRO  areas.  The  terms  of  the  contract  with 
the  federal  government  anticipate  that  the  VPSRF  will 
provide  technical  assistance  as  well  as  organizational 
assistance;  the  VPSRF,  to  date,  has  been  funded  to  pro- 
vide organizational  assistance.  It  also  has  been  invited 
to  request  further  funds  to  enable  it  to  supply  technical 
assistance,  provided  that  the  groups  forming  area  PSROs 
request  such  technical  assistance. 

Role  As  A Foundation— VPSRF  will  continue  to  serve 
as  a Statewide  PSRO  Support  Center  and  will  comply' 
with  the  terms  of  the  contract  mentioned  above,  as  long 
as  the  Board  of  Directors  continues  to  agree  with  the 
objectives  of  this  and  any  further  contract  and  DHEW 
continues  to  be  satisfied  with  performance.  In  addition 
to  its  support  center  role,  the  Foundation  may  carry 
out  other  activities,  consistent  with  its  charter,  as  ap- 
proved by'  the  Board  and  financed  independently  of 
the  support  center  contract. 

EMCRO  As  a Research  Arm—  One  of  the  resources 
available  to  the  Foundation  is  the  know-how  of  the 
EMCRO  (Experimental  Medical  Care  Review  Organiza- 
tion of  the  Albemarle  County  Medical  Society)  which 
has,  for  over  three  y'ears,  been  concerned  with  peer- 
review  procedures  and  the  methodology  for  develop- 
ing medical  care  criteria.  EMCRO,  although  independ- 
ent of  the  Foundation,  is  taking  the  needs  of  PSRO  into 
consideration  in  carrying  out  its  own  projects  and  will 
give  strong  technical  support  to  the  Foundation. 

Objectives  of  VPSRF 

1.  Informing  physicians  and  other  health  care  pro- 
viders of  the  intent  of  Public  Law  92-603  and  meth- 
ods of  implementation. 

2.  Providing  assistance  to  physicians  in  helping  them 
organize  into  PSROs. 

3.  Providing  technical  and  administrative  assistance 
requested  by'  a PSRO,  subject  to  availability'  of 
funding  by  DHEW. 

Measure  of  Progress— Y he  Foundation  has  been  in- 
volved actively'  in  various  seminars,  conferences,  and  lo- 
cal discussions  which  have  led  to  the  following  stage  of 
PSRO  organization; 
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Area  1 (The  Shenandoah  Valley  from  Lexington  to 
Winchester  and  east  to  Fredericksburg)— O.  Hunter  Mc- 
Clung,  M.D.  (Lexington)  is  president  of  the  Ad  Hoc 
Steering  Committee.  It  appears  that  the  physicians  of 
this  area  will  decide  early  in  November  whether  or  not 
to  set  up  a PSRO  organization. 

Area  II  (Northern  Virginia  cities  and  counties  of  the 
Washington  Metropolitan  Area)— The  Northern  Vir- 
ginia Foundation  for  Medical  Care  is  funded  as  a “Plan- 
ning PSRO”  with  Harry  C.  Kuykendall,  M.D.  (Alexan- 
dria) as  president  and  is  developing  plans  to  become  a 
“Conditional  PSRO.” 

Area  III  (Southwestern  Virginia)— An  Ad  Hoc  Steer- 
ing Committee  has  been  formed,  headed  by  H.  C.  Alex- 
ander, III,  M.D.  (Roanoke)  and  there  will  be  a meet- 
ing of  area  physicians  in  mid-November  to  decide 
whether  to  apply  to  DHEW  for  recognition  and  assist- 
ance in  starting  a PSRO. 

Area  IV  (Richmond-Petersburg)— The  Richmond 
Academy  of  Medicine  has  appointed  a PSRO  Commit- 
tee, which  has  agreed  to  take  temporary  leadership  in 
bringing  about  an  area-wide  meeting  to  consider  setting 
up  a PSRO  organization  in  cooperation  with  the  other 
component  medical  societies  in  the  area. 

Area  V (Tidewater  and  the  Eastern  Shore)— Under 
the  temporary  leadership  of  the  Norfolk  County  Medi- 
cal Society,  physicians  of  this  area  met  at  Newport 
News  and  decided  to  hold  a follow-up  meeting  in  Oc- 
tober to  include  representatives  of  each  component 
medical  society  in  the  area,  and  at  that  time,  it  will  be 
decided  as  to  what  action  should  be  taken  toward  form- 
ing a PSRO. 

The  West  Virginia  Medical  Institute  at  Charleston  is 
funded  as  a “Planning  PSRO”  fur  all  of  West  Virginia. 
They  look  to  our  Foundation  for  mutual  exchange  of 
information  as  thev  work  toward  readiness  for  applying 
for  “Conditional”  PSRO  status. 

Ways  of  Meeting  Objectives— Looking  to  the  future, 
as  each  PSRO  area  group  works  toward  qualifying  to 
conduct  PSRO  review  functions,  it  can  call  upon  the 
Foundation  to  supplement  the  PSRO’s  own  efforts  in: 

1.  PSRO  membership  campaigns. 

2.  Preparing  applications  for  Planning  and/or  Con- 
ditional status. 

3.  Developing  criteria  for  admission,  length  of  stay, 
and  quality'  of  care. 

4.  Determining  the  readiness  of  hospitals  and  other 
institutions  to  be  delegated  review  responsibilities 
by  the  PSRO. 

5.  Planning  case  review  procedures  for  institutions 
not  qualifying  for  delegation. 

6.  Designing  professionally  acceptable  statistical  sam- 
pling procedures. 

7.  Cooperating  with  third  party  agencies  to  mesh 
PSRO  procedures  as  smoothly  as  possible  with 
claims  procedures. 

8.  Providing  centralized  administrative  sendees  such  as 
bookkeeping,  payrolling,  personnel,  recruitment, 
and  orientation. 

According  to  DHFW  funding  rules, .the  Foundation 
may'  give  these  kinds  of  assistance  to  physician  groups. 
Planning  PSROs  and  Conditional  PSROs  only  under  the 
condition  that  the  group  requests  in  writing  the  types  of 
assistance  desired. 


Financial  Summary 


Cumulative  funds  expended 

from  Virginia  Regional 

Medical  Program  Grant  (Total  grant— $10,000— January' 

1974  through  December  1974) 

Estimated  Expenditure 

Account 

through  September  30 

Personnel 

S 2,166 

Travel 

345 

Supplies 

186 

Postage  and  Communications 

228 

Rent 

546 

Legal 

1,100 

$ 4,571 

Cumulative  funds  expended 

from  DHEW  contract 

funds  (Total  contract— $65,000- 

-July  1974  through  June 

1975) 

Estimated  Expenditure 

Account 

through  September  30 

Salaries  and  Fringe  Benefits 

S 8,594 

Rent  and  Insurance 

652 

Consultant  Fees 

533 

Travel 

1,320 

Materials  and  Supplies 

448 

Other 

140 

$11,687 

Robert  L.  A.  Keeley,  M.D.,  President 
Leon  S.  Geoffrey,  Executive  Director 

PAST  PRESIDENTS'  ADVISORY  COMMITTEE 

The  Past  Presidents’  Advisory  Committee  has  not  held 
a separate  formal  meeting  in  the  past  twelve  months. 
One  meeting  was  planned  early  in  the  y'ear,  but  had  to 
be  cancelled  because  of  the  gasoline  crisis  and  the  in- 
ability' of  members  of  the  committee  to  get  to  Richmond 
and  back. 

The  committee  did  meet  in  June  in  connection  with 
The  Retreat  which  was  held  by  Council. 

This  committee  has  existed  for  several  y'ears,  and  when 
created  was  called  the  Future  Missions  Committee,  and 
also  was  known  as  the  Bates  Committee  because  of  the 
excellent  chairmanship  of  Dr.  Harry  Clark  Bates  of 
Roanoke.  Under  its  original  name  and  the  chairmanship 
of  Dr.  Bates,  the  committee  formerly  held  two  or  three 
meetings  a yrear  and  considered  not  only  matters  which 
were  referred  to  it  by'  Council  or  the  House  of  Dele- 
gates, but  also  considered  on  its  own  initiative  a wide 
range  of  matters  pertaining  to  the  future  welfare  of  the 
Society'. 

Two  y'ears  ago  it  was  decided  to  change  the  name  of 
the  committee  to  the  Past  Presidents’  Advisory'  Commit- 
tee. This  decision  was  based  on  the  fact  that  it  had 
always  been  composed  entirely  of  Past  Presidents  of  the 
Society  and  that  it  was  used  bv  the  President  (who  met 
regularly  with  it)  as  an  advisory'  committee  on  acute 
problems.  This  seemed  like  a good  idea  at  the  time,  bur 
experience  has  demonstrated  that  the  new  name  has  the 
effect  of  putting  some  limitation  on  the  activities  of  the 
committee.  When  the  committee  carries  the  name  of 
“Past  Presidents’  Advisory'  Committee”,  it  seems  to  have 
a definite  limitation  placed  on  its  activities.  In  other 
words,  the  name  does  not  seem  to  convey'  the  authority 
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for  independent  study  of  the  problem  areas  in  the  So- 
ciety which  the  committee  formerly  enjoyed.  The  pres- 
ent name  on  the  contrary  implies  that  it  would  handle 
matters  which  were  referred  to  it  by  the  President  or 
would  advise  the  President  when  he  seeks  advice. 

It  is,  therefore,  the  recommendation  of  this  committee 
that  the  name  be  changed  back  to  its  original  name  of 
Future  Missions  Committee  or  some  such  name  as  Long 
Range  Planning  Committee  of  The  Medical  Society  of 
Virginia. 

VV.  S.  Hotchkiss,  M.D.,  Chairman 
Harry  C.  Bates,  M.D. 

McLemore  Birdsong,  M.D. 

Carl  E.  Stark,  M.D. 

50-YEAR  CLUB  MEMBERS 

Edwin  Weisman  Burton,  M.D. 

Ernst  Fischer,  M.D. 

Rachel  Weems  Gann,  M.D. 

Henry  Amiss  Homthal,  M.D. 

Herbert  Hardy  Howze,  M.D. 

Benjamin  Edward  Hunt,  M.D. 

Raymond  DeVan  Kimbrough,  M.D. 

Walter  Fitch  Manley,  M.D. 

Rees  Morgan,  M.D. 

Barney  Plotnick,  M.D. 

Ulvert  Ottway  Sanders,  M.D. 

Harry  Ezra  Sutelan,  M.D. 

Thomas  Boyd  Washington,  M.D. 

Marion  Howell  Watson,  M.D. 

Pauline  Williams,  M.D. 

Auditor's  Report 

The  Medical  Society  of  Virginia 
4205  Dover  Ro.ad 
Richmond,  Virginia 

We  have  examined  the  financial  statements  of  The 
Medical  Society  of  Virginia,  Richmond,  Virginia,  for  the 
year  ended  September  30,  1974,  as  listed  in  the  foregoing 
table  of  contents.  With  the  exceptions  noted  in  the  im- 
mediately following  paragraph,  our  examination  was 
made  in  accordance  with  generally  accepted  auditing 
standards  for  associations  of  this  kind  and  accordingly 
included  such  tests  of  the  accounting  records  and  such 
other  auditing  procedures  as  we  considered  necessary  in 
the  circumstances. 

The  accounts  receivable  and  accounts  payable  were 
not  verified  by  direct  confirmation;  however,  the 
amounts  are  not  material  in  relation  to  the  financial  posi- 
tion as  a whole. 

It  is  our  opinion  that  the  Balance  Sheet  presents  fairly 
the  financial  position  of  the  Society  at  September  30, 
1974,  in  accordance  with  generally  accepted  principles 
of  accounting.  The  Statement  of  Income  and  Expenses 
is  prepared  on  the  basis  of  cash  receipts  and  disburse- 
ments. 

Mitchell,  Wiggins  & Company 
Certified  Public  Accountants 

October  4,  1974 


BALANCE  SHEET 
Septanber  30,  1914 
Assets 

General  Fund 

Cash  in  banks  $324,242.12 

Accounts  receivable: 

Due  from  members  — Esti- 
mated collectible  value- 

1973  Due  $ 1,715.00 

Advertising— Virginia  Medical 
Monthly  393.50  2,108.50 

$326,350.62 

Building  Fund 

Cash  in  bank  $ 25,000.00 

Land  and  buildings— At  cost  ..$113,723.67 
Furniture  and  equipment: 

Estimated  value  — 

October  1,  1950. $5, 353.11 
Cost  of  acquisitions 
after  October  1, 

1950  9,896.44  15,249.55  128,973.22 


$153,973.22 

Note:  The  accompanying  notes  to  financial  statements 
are  an  integral  part  of  this  statement. 

Liabilities  and  Surplus 

General  Fund 
Accounts  payable: 

Preparation  of  Medical  Journal— 


September  1974  $ 4,150.00 

Surplus: 

Available  for  appropriation: 

Balance— September  30,  1974  322,200.62 


$326,350.62 

Building  Fund 
Surplus: 

Invested  in  tangible  property. $128,973.22 
Reserve  for  addition  to 

building  25,000.00  $153,973.22 


$153,973.22 

STATEMENT  OF  SURPLUS 
For  the  fiscal  year  ended  September  30, 1914 
General  Fund 

Balance— October  1,  1973  $275,883.77 

Add: 

Excess  of  income  over  expenses  and 
transfer  52,256.20 


Total  $328,139.97 

Deduct: 

Decrease  in  accounts  receiv- 
able   $5,482.10 

Increase  in  accounts  payable.  457.25  5,939.35 

Balance— September  30,  1974  $322,200.62 

Note:  The  accompanying  notes  to  financial  statements 

are  an  integral  part  of  this  statement. 
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STATEMENT  OF  INCOME  AND  EXPENSES 
For  the  fiscal  year  ended  September  30, 1914 


Income 


Actual 


Membership  dues  $320,458.42 

Less:  Allocated  as  subscriptions  to  Journal  15,960.00  $304,498.42 


Budget 


Interest  on  investments  

Miscellaneous  

Virginia  Medical  Monthly: 

Advertising  $ 23,690.41 

Subscriptions:  Members  15,960.00 

Nonmembers  832.40 


18,417.69 

5,031.89 


40,482.81 


Total 


$368,430.81 


Expenses 

Salaries  $ 99,236.35  $118,666.00 

Telephone  3,902.37  3,150.00 

Postage  3,057.99  2,500.00 

Stationery  and  supplies  3,604.72  3,000.00 

Office  equipment— Repairs  and  replacements  3,431.82  3,000.00 

Building  maintenance  and  repairs— Net  17,532.22  17,000.00 

Convention  expense  8,128.52  6,800.00 

Council  and  committee  expense  6,079.88  8,900.00 

Travel:  Executive  vice-president  1,846.17  2,000.00 

Executive  assistant  453.74  475.00 

Component  society  liaison  51.39  1,750.00 

Delegates  to  American  Medical  Association  4,944.49  6,000.00 

President’s  expense  3,999.47  3,000.00 

Preparation  and  distribution  of  Medical  Journal  47,208.59  45,000.00 

Legal  expense  15,930.05  15,000.00 

Legislative  program  6,221.43  20,000.00 

Revision  of  constitution  and  bylaws  — 3,000.00 

Walter  Reed  Commission  500.00  500.00 

Woman’s  Auxiliary  287.35  100.00 

Membership  dues— Affiliated  agencies  730.00  680.00 

Editor— Virginia  Medical  Monthly  1,000.00  1,000.00 

Special  appropriations: 

Virginia  Council  Health  and  Aledical  Care  5,000.00  5,000.00 

American  Medical  Education— Foundation  1,000.00  1,000.00 

Scholarship:  Virginia  Commonwealth  University  2,000.00  2.000.00 

Medical  College  of  Virginia  2,000.00  2,000.00 

University'  of  Virginia  2,000.00  2,000.00 

Meeting-House  of  Delegates  1,262.97  1,262.97 

Rural  health  500.00  500.00 

Other  special  appropriations  1,880.80  2,008.21 

Virginia  Medical  Political  Action  Committee  14,000.00  14,000.00 

News  and  Views  2,246.23  1,000.00 

Employee’s  retirement  fund  24,594.75  21,500.00 

Payroll  taxes  5,055.81  5,000.00 

Miscellaneous  840.79  850.00 

Public  relations  646.71  1,500.00 


Total  Expenses  $291,174.61  $321,142.18 

Transfer  to  Building  Fund  25,000.00  25,000.00 


Total  Expenses  and  Transfers  $316,174.61  $346,142.18 


Excess  of  Income  Over  Expenses  and  Transfers  ...  $ 52,256.20 
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NOTES  TO  FINANCIAL  STATEMENTS 


Savings  certificate 


September  30,  1914 

Note  I— A summary  of  significant  accounting  policies 
applied  in  the  preparation  of  the  accompanying  finan- 
cial statements  are  set  forth  as  follows: 

The  Society  employs  a modified  accrual  method 
of  accounting.  General  revenues  are  recorded  when 
received,  while  interest  on  investments  is  recorded 
as  earned.  Expenses  are  recorded  when  paid  without 
encumbrance  of  budget  appropriations  at  the  time 
liability  is  incurred. 

Acquisition  of  property'  is  recorded  as  capital  out- 
lay in  the  y ear  purchased. 

A general  fixed  assets  group  of  accounts  are  main- 
tained at  cost  and  insurable  value  as  shown  in  Build- 
ing Fund  Assets,  with  no  depreciation  being  pro- 
vided in  the  accounts. 

Note  2— The  Society  has  in  force  a noncontributory  re- 
tirement plan  covering  employees  qualified  with  re- 
tirement at  age  65.  The  plan  is  administered  by  The 
Manufacturers  Life  Insurance  Company,  Toronto, 
Canada.  The  contribution  during  the  current  year 
amounted  to  $24,294.75. 


Land  and  Building— At  Cost 
4205  Dover  Road,  Windsor  Farms, 
Richmond,  Virginia: 

Land  

Office  building  

Furnishings  and  decorations  

Lawn  sprinkler  system  

Total  Land  and  Building 

Office  F urniture  and  Equipment 
Estimated  insurable  value  at  October  1, 

1950  

Purchased  subsequent  to  October  1,  1950: 


Cost  during  fiscal  year  ended 

September  30,  1951  $ 951.65 

Cost  during  fiscal  year  ended 

September  30,  1959  6,749.65 

Cost  during  fiscal  y'ear  ended 

September  30,  1971  768.70 

Cost  during  fiscal  year  ended 

September  30,  1972  1,426.44 


BUILDING  FUND  ASSETS 
September  30,  1914 

Cash  in  Bank 

Southern  Bank  and  Trust  Company— 


Total  Office  F'urniturf.  and 
Equipment  

Total  Building  Fund  Assets  .. 


FINANCIAL  CONDITION 

The  financial  condition  of  the  Society  at  September  30,  1974,  is  shown  in  the  balance 
sheet  on  the  accrual  basis  of  accounting.  A comparative  summary  of  the  financial  condition 
at  September  30,  1974,  and  September  30,  1973,  is  presented  as  follows: 


Assets 


September  30, 

Increase 

1974 

1973 

Decrease* 

Cash  

$349,242.12 

$271,985.92 

$ 77,256.20 

Accounts  receivable  

2,108.50 

7,590.60 

5,482.10’ 

Land,  building  and  equipment  

128,973.22 

128,973.22 

— 

Totals—  All  Funds  

$480,323.84 

$408,549.74 

$ 71,774.10 

Liabilities,  Surplus  and  Fund  Balance 

Liabilities: 

Accounts  payable  

Surplus: 

$ 4,150.00 

$ 3,692.75 

$ 457.25 

General  Fund  

322,200.62 

275,883.77 

46,316.85 

Building  Fund  

153,973.22 

128,973.22 

25,000.00 

Totals— Ait.  Funds  

$480,323.84 

$408,549.74 

$ 71,774.10 

Cash— $349,242.12 

Recorded  cash  receipts  were  accounted  for  by  deposits  in  the  various  banks  and  disburse- 
ments were  supported  by  properly  signed  and  endorsed  cancelled  checks.  The  balances  on 
deposit  at  September  30,  1974,  were  verified  by  direct  correspondence  with  the  banks  and 
examination  of  certificates  and  passbooks  on  hand  as  follows: 

General  F’und: 

First  and  Merchants  National  Bank— Checking  account  $ 14,689.56 


$ 25,000.00 


$ 22,706.58 
86,161.68 
2,205.41 
2,650.00 


$113,723.67 


$ 5,353.11 


9,896.44 


$ 15,249.55 


$153,973.22 
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Capital  Savings  and  Loan  Association— Certificates  of  deposit 5,336.46 

Heritage  Savings  and  Loan  Association— Savings  certificate  21,330.54 

Heritage  Savings  and  Loan  Association— Savings  certificate  132,868.94 

Bank  of  Virginia— Savings  certificate  14,077.55 

Southern  Bank  and  Trust  Company— Savings  account 2,074.93 

Franklin  Federal  Savings  and  Loan  Association— Savings  account  22,215.23 

Richmond  Federal  Savings  and  Loan  Association— Savings  account 31,779.00 

Virginia  Federal  Savings  and  Loan  Association— Savings  account 15,135.84 

Security  Federal  Savings  and  Loan  Association— Savings  account  15,214.28 

Virginia  Federal  Savings  and  Loan  Association— Savings  account  14,141.11 

United  Virginia  Bank— Savings  certificate  30,000.00 

United  Virginia  Bank— Savings  account  5,378.68 


Subtotal— General  Fund  $324,242.12 


Building  Fund: 

Southern  Bank  and  Trust  Company— Savings  certificate  25,000.00 

Total  $349,242.12 

Building  Fund— Tangible  Property— $128,973.22 


Details  of  tangible  property  are  shown  in  a separate  schedule.  No  indebtedness  against 
these  assets  was  disclosed  by  the  records. 


OPERATIONS 

The  results  of  operations  for  the  fiscal  year  ended  September  30,  1974,  are  shown  in  the 
statement  of  income  and  expenses  prepared  on  the  cash  receipts  and  disbursements  basis.  A 
summary  of  income  and  expenses  of  the  General  Fund  for  the  current  year  is  compared  with 
the  preceding  year  as  follows: 


September  30, 

Increase 

1974 

1973 

Decrease" 

I NCOME 

Membership  dues— Net  of  subscription  to  Journal  . . 

. .$304,498.42 

$197,965.25 

$106,533.17 

Medical  Monthly  publication  

. . 40,482.81 

42,764.38 

2,281.57" 

Other  operating  income  

. . 23,449.58 

8,890.89 

14,558.69 

Totals  

. . .$368,430.81 

$249,620.52 

$118,810.29 

Expenses  

. ..  291,174.61 

244,351.60 

46,823.01 

Excess  of  Income  Over  Expenses  . . . 

. . .$  77,256.20 

$ 5,268.92 

$ 71,987.28 

Transfer  to  Building  Fund 

. . 25,000.00 

- 

25,000.00 

Excess  of  Income  Over  Expenses 

and  Transfer  

. ..$  52,256.20 

$ 5,268.92 

$ 46,987.28 

IN  GENERAL 

The  bookkeeping  records  were  maintained  in  a satisfactory  manner  during  the  year. 
Insurance  in  force  at  September  30,  1974,  determined  from  policies  on  file,  is  shown  as 
follows: 


Fire  and  Extended  Coverage 

Building— Windsor  Farms,  Richmond,  Virginia— 80%  Coinsurance  $106,000.00 

Office  furniture  and  fixtures— 80%  Coinsurance  $ 15,000.00 

Business  Liability 

Bodily  injury  $300,000.00— $300,000.00 

Properrv  damage  $300,000.00 

Medical  S 250.00-$  10,000.00 
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Auto  Liability— Nonownership 


Bodily  injury  $100, 000.00-$300, 000.00 

Property  damage  $300,000.00 

Medical’  $ 250.00-$  10,000.00 

Workmen’s  Compensation  Standard 

Employee  Honesty  Bonds 

Executive  Secretary-Treasurer  $ 5,000.00 

Secretary $ 5,000.00 


Woman's  Auxiliary  . . . . 


President Mrs.  Randolph  H.  Hoge 

President-Elect . .Mrs.  Harold  L.  Williams,  Jr. 

Vice-Presidents Mrs.  William  N.  Gordge 

Mrs.  L.  C.  Strong,  Jr. 
Mrs.  Richard  F.  Clark 

Recording  Secretary . . . .Mrs.  Charles  C.  Freed 

Corresponding  Secretary 

Mrs.  F.  Sterling  Davis,  Jr. 

Treasurer Mrs.  Charles  G.  Smith 

Publicity Mrs.  William  A.  Cook,  Jr. 

Minutes  of  the  Annual  Convention 

The  52nd  annual  convention  of  the  Wom- 
en’s Auxiliary  to  The  Medical  Society  of 
Virginia  met  at  the  Williamsburg  Conference 
Center,  Williamsburg,  November  4,  1974. 
Mrs.  Donald  F.  Fletcher,  Jr.,  President,  called 
the  meeting  to  order  at  9:00  a.m. 

Mrs.  Joseph  M.  Straughan,  Chaplain, 
opened  with  a prayer  and  memorial  service 
for  thirteen  deceased  members.  Following  the 
Pledge  of  Allegiance  to  the  Flag  and  the 
Pledge  of  Loyalty,  Mrs.  H.  A.  Prillaman,  Jr., 
President  of  the  Newport  News  Auxiliary, 
welcomed  members  and  guests  to  the  Annual 
Meeting.  Mrs.  William  A.  Cook,  Jr.,  Lynch- 
burg, responded. 

Mrs.  Fletcher,  President,  introduced  the 
honored  guests:  Mrs.  Howard  Liljestrand, 
Hawaii,  President,  Women’s  Auxiliary  to  the 
American  Medical  Association;  Mrs.  Seamus 
Nunan,  president,  District  of  Columbia  Wom- 


en’s Auxiliary;  Mrs.  John  Robinson,  President 
of  the  Auxiliary  to  the  Medical  and  Chirurgi- 
cal  Faculty  of  Maryland;  Mrs.  Torrence  P.  B. 
Payne,  President  Women’s  Auxiliary,  New 
York  State;  Mrs.  Jessee  J.  Kaye,  President 
Elect,  Auxiliary  New  York  State;  Mrs.  Ray- 
mond C.  Graham,  President,  Auxiliary,  Penn- 
sylvania Medical  Society;  Mrs.  Richard  T. 
Smith,  President  Elect,  Pennsylvania  Auxili- 
ary; Mrs.  William  T.  Lawson,  President  West 
Virginia  Medical  Auxiliary;  Mrs.  Robert  R. 
Weiler,  President  Elect,  West  Virginia  Medi- 
cal Auxiliary;  Mrs.  Claude  Lawson,  Secre- 
tary, West  Virginia  Medical  Auxiliary;  Mrs. 
Bruce  Martin,  Eastern  Region  Family  Health 
Chairman,  West  Virginia;  Mrs.  Clifton  R. 
Gruver,  wife  of  President  of  District  of  Co- 
lumbia Medical  Society;  Mrs.  Hoyt  D.  Gard- 
ner, wife  of  President  of  Kentucky  Medical 
Society;  Mrs.  Manning  W.  Alden,  wife  of 
President  of  Maryland  Medical  Society;  Mrs. 
Frank  R.  Reynolds,  wife  of  President  of 
North  Carolina  Medical  Society;  Mrs.  Oscar 
W.  Clark,  wife  of  Past  President,  Ohio  Medi- 
cal Society;  and  Mrs.  William  E.  Gilmore, 
wife  of  the  President  of  West  Virginia  Medi- 
cal Society. 

Mrs.  Fletcher  introduced  Mrs.  Nash 
Thompson,  President  Woman’s  Auxiliary  to 
the  Southern  Medical  Association,  who  spoke 
briefly  inviting  Virginia  members  to  attend 
the  annual  meeting  of  the  Southern  Medical 
Association  in  Atlanta,  November  17-20. 

Mrs.  Richard  Clark,  Program  Chairman, 
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moved  that  the  program  as  printed  be  the 
order  of  the  day  with  any  necessary  changes. 
The  motion  carried. 

Mrs.  John  Prominski,  Chairman  of  the  Read- 
ing Committee,  reported  that  the  minutes  of 
the  51st  Convention  were  in  order. 

Airs.  Herbert  Rogers,  Chairman  of  the  Au- 
diting Committee,  reported  the  book  was  in 
order. 

Mrs.  Harold  Williams,  Treasurer,  gave  the 
financial  report. 

Mrs.  Charles  Smith  reported  there  are  now 
three  Virginians  on  the  National  Board  of  the 
Woman’s  Auxiliary  to  the  American  Medical 
Association.  They  are  Airs.  Daniel  Anderson, 
Vice-President  of  the  Eastern  Region  Auxili- 
ary to  AA1A;  Airs.  William  J.  Reardon,  East- 
ern Regional  Chairman,  AMA-ERF;  and  Airs. 
Donald  Fletcher,  Nominating  Committee, 
AMA  Auxiliary. 

Mrs.  Fletcher  introduced  Dr.  John  A.  Alar- 
tin,  President,  and  Dr.  William  R.  Hill,  Presi- 
dent-Elect, The  Aledical  Society  of  A^irginia, 
who  welcomed  auxiliary  members  and  com- 
plimented them  on  receiving  the  awards  given 
to  Aurginia  at  the  National  meeting  of  the 
AMA. 

The  report  of  the  Finance  Committee  was 
read  by  Mrs.  George  Kelly,  Chairman,  who 
moved  that  the  budget  be  approved  and 
adopted.  Alotion  carried. 

Airs.  Frank  N.  Buck,  Jr.,  Recording  Secre- 
tary, read  the  following  recommendations 
from  the  Board: 

1.  Awards,  Mrs.  K.  K.  Wallace,  Chairman 

a.  That  the  silver  awards  be  continued 

b.  As  the  space  on  the  silver  is  used  by 
engraving,  that  piece  will  go  to  the 
auxiliary  that  has  been  the  recipient 
most  often.  The  silver  will  be  re- 
placed with  a comparable  piece  and 
there  will  be  no  engraving  of  names 
on  the  new  silver,  so  that  it  may  be 
used  as  a perpetual  award. 

c.  Each  auxiliary  will  be  responsible  for 
its  award  and  for  sending  it  to  the 
awards  chairman  30  days  prior  to  the 
convention. 

Report  approved  and  adopted. 


2.  Newsletter— Mrs.  Thomas  AVright 
(Copy  of  the  recommendations  on  file) 
Mrs.  AVilliam  Reardon  moved  that  a 
new  committee  be  appointed  to  investi- 
gate all  recommendations  and  work  out 
details  and  to  publish  as  many  newslet- 
ters as  is  feasible. 

Alotion  carried. 

Mrs.  L.  C.  Strong,  Revisions  Chairman,  re- 
ported on  changes  made  in  the  by-laws  and 
moved  they  be  accepted  as  read.  Alotion  car- 
ried. She  also  moved  the  Standing  Rules  be 
adopted  as  presented.  Alotion  carried.  (Copy 
on  file) 

Airs.  Donald  Fletcher  appointed  the  follow- 
ing Reading  Committee:  Airs.  Herbert  Lane, 
chairman,  Airs.  Donald  Callahan,  and  Airs. 
Clarence  Holland;  and  the  Auditing  Commit- 
tee: Airs.  Raymond  Brown,  chairman,  Airs. 
Douglas  Powell,  and  Airs.  Robert  Stout. 

Mrs.  Richard  Clark,  3rd  A'dce-President 
and  Program  Chairman,  introduced  the  speak- 
er, Mrs.  Howard  Liljestrand,  President,  AVom- 
an’s  Auxiliary  to  the  AA1A.  Mrs.  Liljestrand 
suggested  the  following  priorities  be  consid- 
ered by  each  local  auxiliary: 

1.  Improve  communications  among  mem- 
bers 

2.  Co-operate  with  the  local  Academy  of 
Medicine 

3.  Investigate  need  before  selecting  projects 

4.  Put  our  efforts  where  they  count  most. 

She  stated  that  in  National  new  emphasis 
was  being  placed  on  health  education  in  the 
school  curricula. 

Mrs.  Fay  I.  Carr,  Historian,  presented  the 
State  scrapbook,  and  the  President’s  scrapbook 
to  Airs.  Donald  Fletcher,  President. 

Airs.  William  Reardon,  Chairman  of  the 
Nominating  Committee  presented  the  follow- 
ing State  officers  for  1974-75: 

Mrs.  Randolph  Hoge,  President 

Mrs.  Harold  Williams,  President-Elect 

Mrs.  AA^illiam  Gordge,  First  ATice-President 

Airs.  L.  C.  Strong,  Second  Arice-President 

Airs.  Richard  Clark,  Third  Vice-President 

Airs.  Charles  Freed,  Recording  Secretary 
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Mrs.  F.  Sterling  Davis,  Corresponding 

Secretary 

M rs.  Charles  Smith,  Treasurer 
Directors: 

Mrs.  Donald  Fletcher 

Mrs.  Reuben  Simms 

Mrs.  William  Reardon 

The  report  was  accepted  and  approved. 

Following  courtesy  resolutions  by  Mrs. 
William  Burton  the  meeting  adjourned  for 
lunch. 

Mrs.  Donald  Fletcher,  President,  called  the 
luncheon  meeting  to  order.  Mrs.  Joseph 
Straughan  gave  the  Invocation. 

Mrs.  William  Reardon  introduced  the  Dean 
of  Medical  College  of  Virginia,  Dr.  Warren 
Pierce,  who  expressed  thanks  from  the  medi- 
cal schools  for  our  contribution  to  AMA- 
ERF. 

M rs.  Donald  Fletcher  introduced  the  hon- 
ored guests,  past  Presidents,  and  Members-at- 
large. 

The  guest  speaker  was  Dr.  Richard  Palmer, 
Chairman,  Board  of  Trustees,  American  Med- 
ical Association.  His  topic  was  “Everything 
You  Always  Wanted  to  Know  About  the 
AM  A but  Haven't  Been  Told  or  Forgot  to 
Remember.” 

Mrs.  K.  K.  Wallace,  Jr.,  Awards  Chairman, 
presented  the  following  awards: 

AM  A-ERF— Fairfax— silver  tray  (for  largest 
contribution  and  largest  per  capita  con- 
tribution) 

Hampton— Certificate  (largest  dollar  in- 
crease) 

Health  Careers— Roanoke— silver  trav 

Doctor’s  Day— Fairfax— silver  bowl  (Na- 
tional award) 

North  Hampton-Accomae— silver  bowl 

Health  Education— Roanoke— Certificate  of 
merit 

Arlington— award  of  merit 


Health  Services— Fairfax— silver  tray  (also 
won  National  Safety  Award) 
Rockingham— award  of  merit 
Richmond— award  of  merit 
Arlington— award  of  merit 
Alexandria— award  of  merit 
Roanoke— award  of  merit 

International  Health  — Roanoke — certificate 
of  merit 

Northampton- Accomac— Merit  award 

Membership— Roanoke— certificate 

Scrapbook— Roanoke  (over  75  members) 
Hampton  (under  75  members) 

Mrs.  William  F.  Bernart,  Nassawadox,  was 
recognized  for  her  outstanding  work  in  In- 
ternational Health. 

Mrs.  James  R.  Brunk,  Harrisonburg,  was 
named  the  outstanding  auxiliary  member  of 
the  year,  and  was  presented  with  a silver  bowl. 

Mrs.  Thomas  N.  Hunnicutt,  Jr.,  Tabb,  was 
presented  with  an  Honorary  Membership  for 
her  many  faithful  years  of  service  as  Parlia- 
mentarian. 

Officers  for  1974-75  were  installed  by  Mrs. 
Howard  Liljestrand,  after  which  the  Presi- 
dent’s Pin  was  presented  to  the  incoming  Pres- 
ident, Mrs.  Randolph  Hoge,  by  Mrs.  Donald 
Fletcher. 

Mrs.  Hoge  made  a brief  acceptance  talk  in 
which  she  announced  her  theme  for  the  year 
would  be  “Follow  the  Stars”. 

The  presentation  of  the  Past  Presidents’  pin 
was  made  by  Mrs.  William  Reardon  to  Mrs. 
Donald  Fletcher. 

An  entertaining  musical  program  was  given 
by  the  Menchville  High  School  Stage  Band 
and  Vocal  Ensemble. 

Mrs.  Donald  Fletcher  thanked  Mrs.  Wil- 
liam O.  Harris  and  her  committee  on  arrange- 
ments and  the  Newport  News  Auxiliary  for 
their  hospitality. 

The  meeting  adjourned. 

Alice  Buck  (Mrs.  Frank  N.,  Jr.) 

Recording  Secretary 
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Editorial 


• • • • 


Lee  and  Intestinal  Illness 

THE  CLIMACTIC  TURNING  POINT  of  decisive  military  battles  ro- 
tates on  many  facets,  none  the  least  of  which  is  the  physical  and  mental 
well  beingr  of  the  commander.  Thus,  the  hinge  of  fate  may  revolve  about 
some  otherwise  inconsequential,  albeit  acute  illness  which  may  temporarily 
or  permanently  discomfit  the  leader  and  alter  his  ability  to  make  the  grand 
strategy , even  though  his  subordinates  are  ready  and  able  to  hurl  both  men 
and  materiel  into  the  maw  of  war. 

The  War  Between  The  States  has  been  described  as  the  last  of  the  romantic 
and  yet  the  first  of  our  modern  wars.  This  war  could  not  have  been  waged 
at  a more  inopportune  time  in  history  from  a medical  standpoint,  what  with 
the  medical  immortals  Lister,  Roentgen,  and  others  having  not  yet  flashed 
across  the  medical  horizon  with  their  remarkable  findings,  which  were  to 
come  somewhat  later  than  Appomattox. 

Papers  have  been  written  describing  the  medical  findings  of  General 
Robert  L.  Lee,  notably  those  dealing  with  his  supposed  pericarditis,  angina 
pectoris,  and  probably  myocardial  infarction.  Little  has  been  written,  except 
in  passing,  of  the  other  illnesses  endured  by  General  Lee,  and,  especially, 
those  involving  his  gastrointestinal  tract. 

Illnesses,  especially  of  an  acute,  disabling  nature,  may  be  sufficient  to 
indispose  a commander  to  the  point  of  absenting  himself  from  the  field  and 
having  subordinates  carry  out  the  planned  maneuvering,  etc.  This,  of  course, 
could  adversely  affect  the  outcome  of  a major  battle  and  perhaps  the  course 
of  the  war.  Tantalizing  illusory  bits  of  information  about  Lee’s  medical  con- 
dition prior  to  and  during  the  momentous  Gettysburg  battles  have  been 
alluded  to  the  author,  but  these  cannot  be  verified.  It  was  noted,  however, 
by  Southern  sympathizers  along  the  invasion  route  from  Hagerstown  to 
Chambersburg,  that  the  General  had  aged  perceptibly  in  the  ten  months 
since  his  first  invasion  of  Maryland.  Certainly,  the  difficulties  with  Long- 
street  over  disagreement  in  tactics  and  delay  in  attacking  on  the  broad  front, 
Ewell’s  catastrophic  delay  until  Johnson’s  division  could  be  brought  up, 
which  lost  the  opportunity  of  easily  seizing  the  position  on  Cemetary  Hill, 
which  Lreeman  unequivocally'  states  was  the  key  to  victory,  must  have 
had  telling  effects  on  Lee’s  nervous  system,  but  we  may  only  surmise  this. 

We  do  know  that  Lee  became  acutely  ill  during  the  night  of  May  23-24, 
I 864,  at  the  North  Anna  River  while  awaiting  to  spring  the  trap  on  Grant. 
Grant's  armies  had  forced  a crossing  at  Ox  Lord  and  were  easily  defeated. 
This  was  the  moment  Lee  was  awaiting  for  an  attack  on  either  of  Grant’s 
flanks,  and  probably  be  able  to  crush  the  Lederal  II  Corps  on  the  right,  and 
the  Lederal  V Corps  on  his  left— only  if  his  gastrointestinal  tract  had  not 
acted  up.  It  has  been  said  that  Lee’s  temper  flared  sharply  as  he  was  indis- 
posed in  his  tent,  with  acute  abdominal  pains  and  apparent  diarrhea.  We 

Volume  102,  January,  1975 


67 


) 


are  not  told  if  there  was  bleeding  from  the  bowel,  but  it  was  an  acute,  painful, 
debilitating  illness  and  by  the  28th,  General  Lee  had  accepted  a room  in  a 
nearby  house  for  rest  and  care  near  his  headquarters.  This  was  only  the 
second  instance  of  this  while  in  the  field  so  far  as  can  be  determined.  By 
June  1,  1864,  Lee  was  still  so  weakened  by  diarrhea,  he  had  to  be  carried  to 
Cold  Harbor  in  a carriage.  Although  he  was  attended  by  the  Medical 
Director  of  the  Army  of  Northern  Virginia,  Dr.  Lafayette  Guild,  we  have 
no  further  information  from  the  good  doctor  except  that  he  prescribed  port 
wine  for  General  Lee’s  illness,  and  sent  him  a case  of  it.  Lee  refused  this 
and  all  other  alcoholic  beverages  from  accounts. 

The  men  of  Lee’s  armies  were  bothered  with  scurvy,  and  Lee  urged  them 
to  eat  the  roots  of  sassafras  and  wild  grape,  while  trying  to  get  the  Com- 
missary General  to  send  out  potatoes  and  onions.  Perhaps  Lee  had  denied 
himself  of  these  items  and  was  also  bothered  with  this  disorder. 

The  acute  phases  of  Lee’s  illness  seem  to  have  abated  by  the  close  of  Sec- 
ond Cold  Harbor,  which,  parenthetically,  was  Lee’s  last  great  field  victory. 
We  are  left  then  with  only  snatches  of  information,  and  a precise  diagnosis 
would  not  seem  possible  now.  Probabilities  would  include  (1)  an  active 
infection  of  the  gastrointestinal  tract  (bacterial,  viral,  or  parasitic),  or  (2) 
early  symptoms  of  systemic  infection  such  as  regional  enteritis  or  ulcerative 
colitis.  Pancreatitis,  diverticulitis,  plus  a host  of  conditions  referred  to  as 
causing  the  so-called  Malabsorption  Syndrome,  must  be  considered,  but 
probably  less  likely  than  (1)  or  (2),  above.  Acute  bacillary  dysentery, 
especially  Salmonella  or  Shigella,  or  Endamoeba  Histolytica  would  be  highly 
suspected  in  this  instance.  The  weakness  and  debilitation  experienced  by 
General  Lee  would  be  due  not  only  to  his  extensive  diarrhea,  but  also  the 
anorexia  with  fever  and  leukocytosis,  plus  the  fear  of  eating,  secondary  to 
the  dreaded  explosive  gastro-colic  reflex.  Vibrio  cholerae  and  Escherichia 
coli  would  seem  less  likely  causes  of  the  General’s  indisposition,  as  would 
Whipple’s  Disease. 

Fulminant  dysentery  may  usher  in  an  episode  of  ulcerative  colitis  or  re- 
gional enteritis,  especially  when  subjected  to  acute  and  chronic  stress  situ- 
ations. Certainly  this  picture  could  apply  to  General  Lee,  and  be  the  chief 
causative  factor. 

Viral  gastroenteritis  would  be  less  likely  since  it  usually  runs  an  acute 
course  of  two  to  three  days  and  then  subsides.  The  time  interval  here  is 
probably  too  short,  although  not  fully  ruled  out. 

How  one  wishes  for  some  description  of  the  character  of  the  General’s 
stools,  plus  any  of  many  procedures  available  to  us  today,  especially  procto- 
sigmoidoscopy, bacteriological  studies,  blood  studies,  gross  and  microscopic 
description  of  the  stools,  electrolytes,  roentgen  studies  of  the  colon  and 
upper  gastrointestinal  tract,  among  others.  With  the  meager  data  at  hand, 
it  would  seem  that  this  rather  severe  and  debilitating  gastrointestinal  illness 
was  acute  bacillary  dysentery,  type  not  further  known,  aided  and  abetted 
by  stress. 

Robert  Edgar  Mitchell,  Jr.,  M.D. 
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Pharmacy's  New  Spokesman 

“Upon  what  meat  doth  this  our  Caesar  feed, 

That  he  is  grown  so  great?” 

—Julius  Caesar,  Act  1,  Sc.  2. 

THE  AMERICAN  PHARMACEUTICAL  ASSOCIATION  has  elected 
a new  president.  Mr.  Robert  C.  Johnson,  we  learn  from  American 
Druggist,  was  chosen  president  of  APhA  last  year  and  he  also  is  executive 
vice-president  of  the  California  Pharmaceutical  Association.  We  are  told 
“On  the  basis  of  his  California  performance,  and  before  that  in  Michigan 
where  he  was  . . . state  association  executive,  Mr.  Johnson  is  expected  to  use 
his  APhA  presidency  more  aggressively,  in  what  he  sees  as  the  best  interests 
of  pharmacy,  than  has  usually  been  the  case  with  APhA  presidents.” 

Mr.  Johnson’s  California  background  should  warn  us  that  we  would  do 
well  to  batten  down  the  hatches  and  hold  on  to  our  hats  but  we  benighted 
physicians  are  hardly  prepared  for  the  program  he  plans  for  the  drug  world— 
and  especially  for  members  of  the  medical  profession.  It  can  all  be  found  on 
page  67  of  the  September  issue  of  American  Druggist  from  which  we  will 
quote,  at  length,  excerpts  from  Mr.  Johnson’s  inaugural  address. 

“The  new  president  of  APhA  says  that  pharmacists  are  close  to  winning 
the  substitution  battle,  and  he  is  looking  ahead  to  the  next  step— winning 
for  pharmacists  a bigger  role  in  specifying  not  just  the  brand  dispensed,  but 
the  drug  itself.” 

Mr.  Johnson  further  declared:  “The  battle  on  drug  production  selection  is 
nearly  over.  Even  some  of  the  most  bitter  opponents  are  privately  conceding 
that  pharmacists  will  select,  and  in  fact  are  selecting,  the  brand  of  a drug 
to  be  dispensed.  We  must  now  turn  our  attention  to  the  even  more  impor- 
tant task  of  selecting  the  drug  that  should  appropriately  he  dispensed  (italics 
ours).  To  accomplish  this,  we  will  undoubtedly  have  to  wage  an  even  more 
vigorous  battle,  but  wage  it  we  will— for  the  health  of  the  citizens  of  this 
country  is  dependent  upon  it.’’ 

American  Druggist  believes  Mr.  Johnson  had  in  mind  “integrating  the 
pharmacist’s  knowledge  of  drug  therapy  into  the  health  care  picture  so  as 
to  make  him  more  of  a partner  of  the  physician  in  prescribing  medication 
than  he  is  now.”  Mr.  Johnson  also  charges  “The  American  Medical  Asso- 
ciation and  related  medical  associations  (that’s  us)  prevent  the  selection  of 
drug  products  on  the  basis  of  reasonable  cost.  It  is  organized  medicine  that 
continues  to  defend  the  irrational  prescribing  habits  of  physicians  (italics 
ours).” 

Mr.  Johnson  assailed  “continuing  attempts  by  news  media,  some  misguided 
consumer  groups  and  certain  segments  of  government  to  place  the  blame  on 
pharmacists  for  the  high  cost  of  drug  therapy.  I am  not  opposed  to,  nor  do 
I fear,  public  accountability.  In  fact,  I think  we  should  welcome  it.  What 
I am  opposed  to  is  the  erroneous  impression  that  is  left,  as  they  endeavor  to 
make  their  case  for  prescription  advertising,  that  pharmacists  are  singularly 
responsible  for  prescription  prices.  It’s  time  that  the  blame  for  drug  therapy 
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costs  be  placed  on  the  doorstep  of  where  it  belongs— organized  medicine.” 
Also  “a  contributing  factor  in  prescription  price  variation  is  the  continuing 
discriminatory  pricing  practices  of  the  pharmaceutical  industry.  The  PMA 
and  many  of  its  member  firms  have  tried  to  sweep  this  ugly  practice  under 
the  rug  and  pretend  it  isn’t  there.  The  Federal  Trade  Commission  is  too 
busy  tilting  at  windmills,  and  the  Justice  Department,  apparently  under 
orders  to  leave  the  ‘big  guys’  alone,  has  occupied  its  time  preventing  phar- 
macists from  participating  on  an  equal  basis  with  medicine  in  the  delivery  of 
health  care  through  prepaid  systems.” 

The  Pharmacy  Committee  of  The  Medical  Society  of  Virginia  brought 
this  matter  to  Council  on  October  16,  and  this  body  requested  the  Committee 
to  take  appropriate  steps  in  order  to  make  the  American  Medical  Association 
aware  of  the  contents  of  Mr.  Johnson’s  address.  Dr.  William  J.  Hagood,  Jr., 
introduced  a resolution  at  this  meeting  which  was  passed  by  Council  re- 
affirming the  opposition  of  the  Society  to  any  legislation  dealing  with  the 
substitution  of  drugs. 

We  hope  this  is  the  last  we  will  hear  from  Mr.  Johnson,  or  other  John- 
sons of  that  ilk,  but  this  doubtless  is  wishful  thinking,  for  there  appears  to 
be  no  closed  season  for  American  medicine.  We  are  reminded  of  our  old 
high  school  plays  when  everyone  tried  to  get  into  the  act,  for  virtually  every 
adjunct  health  service  now  also  wishes  to  practice  medicine,  but  without  first 
taking  the  trouble  of  going  to  medical  school. 

H.  J.  W. 
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Calendar  of  Events 

Alton  D.  Brashear  Postgraduate  Course  in  Head  and  Neck  Anatomy— Post- 
graduate Course  sponsored  by  Medical  College  of  Virginia— Approved  for 
40  elective  hours  by  American  Academy  of  Family  Physicians  and  Academy 
of  General  Dentistry— Department  of  Anatomy— Medical  College  of  Virginia 
—Richmond— January  20-23,  1975. 

National  Leadership  Conference— Sponsored  by  AMA— Marriott  Motor  Hotel 
—Chicago— January  24-26,  1975. 

Congress  on  Medical  Education— Sponsored  bv  AMA— Palmer  House— Chicago— 
January  31-February  2,  1975. 

Cancer  of  the  Breast— A Continuing  Education  course  sponsored  by  South- 
eastern Surgical  Congress.  Hyatt  Regency  Atlanta  Hotel— Atlanta,  Georgia 
—February  16,  1975. 

Southeastern  Surgical  Congress— 43rd  Annual  Assembly— Hyatt  Regency  At- 
lanta Hotel— Atlanta,  Georgia— February  17-20,  1975. 

Virginia  Lung  Association— Williamsburg  Lodge— Williamsburg— February  17- 
21,  1975. 

First  Annual  Cancer  Symposium  at  W alt  Disney  W'orld—  Contemporary 
Resort  Hotel— Lake  Buena  Vista,  Florida— February  19-22,  1975. 

Radiology  of  Nuclear  Medicine— Sponsored  by  Departments  of  Radiology  and 
Continuing  Education  of  Medical  College  of  Virginia— Conference  Center— 
W'illiamsburg— February  24-28,  1975. 

Annual  Meeting— American  Academy  of  Pediatrics,  Virginia  Chapter— Williams- 
burg—February  28-Alarch  2,  1975. 

Nutrition  in  Mothers,  Infants,  and  Preschool  Children— A short  course  spon- 
sored by  Department  of  Nutrition,  University  of  North  Carolina— Carolina 
Inn— Chapel  Hill— March  3-4,  1975. 

Law  Institute  on  Hospitals  and  Medicine— Sponsored  by  Departments  of  Legal 
Medicine  and  Hospital  and  Health  Administration  of  MCV— Larrick  Center, 
MCV— Richmond— March  7,  1975. 

Annual  Postgraduate  Day  and  Cardiac  Symposium— Sponsored  by  Roanoke 
Memorial  Hospital  and  Roanoke  Valley  Heart  Association— Roanoke— March 
13-14,  1975. 

National  Conference  on  Rural  Health— Sponsored  by  American  Medical  As- 
sociation-Hotel Roanoke— Roanoke— March  20-21,  1975. 

New  Medical  Executive  School— Sponsored  by  AMA/AA.MSE— Sheraton-Chi- 
cago  Hotel— Chicago— April  6-8,  1975. 

Virginia  Heart  Association— Annual  Meeting  and  Scientific  Sessions— New  Cava- 
lier—Virginia  Beach— May  12-1  3,  1975. 

Annual  Meeting  ok  The  Medical  Society  of  Virginia— Hotel  Roanoke— Roa- 
noke—October  23-26,  1975. 

National  Conference  on  Physicians,  Schools  and  Communities— Sponsored  by- 
AM  A— Drake  Hotel— Chicago— November  20-21,  1975. 
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New  Members. 

The  following  members  were  received  into 
The  Medical  Society  of  Virginia  during  the 
month  of  October: 

Mamerto  Berneto  Adrales,  M.D.,  Covington 
Emmanuel  D.  Anama,  M.D.,  Clifton  Forge 
John  B.  Arnold,  M.D.,  Lynchburg 
Jerry  Levy  Barboja,  M.D.,  Richmond 
Lawrence  Daniel  Brotman,  M.D.,  Falls 
Church 

Roger  Wayne  Browne,  M.D.,  South  Boston 
Concepcion  Chua  Brumbelow,  M.D., 
Richmond 

Benjamin  B.  Cala,  M.D.,  Hampton 
Roberto  Ramos  Canizares,  M.D.,  King 
George 

D.  L.  Charney,  M.D.,  Temple  Hills, 
Maryland 

Chung  S.  Choi,  M.D.,  Potomac,  Maryland 
Paul  Stanley  Clayton,  M.D.,  Winchester 
Robert  Jasper  Clochecy,  M.D.,  Virginia 
Beach 

Paul  M.  Dee,  M.D.,  Charlottesville 
Paul  Carlton  Desper,  M.D.,  Manassas 
William  Ferguson,  M.D.,  Suffolk 
Dan  Feriozi,  M.D.,  Arlington 
John  E.  Fitzgerald,  M.D.,  Nassawadox 
Richard  Allan  Flom,  M.D.,  Charlottesville 
Thomas  Jarman  Gates,  M.D.,  Leesburg 
W illiam  Earle  Gayle,  Jr.,  Richmond 
Michael  Wayne  Hakala,  M.D.,  Charlottes- 
ville 

Thomas  Joseph  Hegarty,  M.D.,  Charlottes- 
ville 

Harper  Keith  Hellems,  Jr.,  M.D., 
Warrenton 

Bernardo  Hirschman,  M.D.,  Falls  Church 
Richard  Hoffler,  Jr.,  M.D.,  Virginia  Beach 
Hi  Chul  Kim,  M.D.,  Arlington 
Gene  Lavere  Krishingner,  M.D.,  Wytheville 
Lawrence  O.  Larson,  M.D.,  Pulaski 
Duane  Arthur  Lawrence,  M.D.,  Virginia 
Beach 

Jean  ^ ves  Leclcr,  M.D.,  Richmond 
Edmund  Tut  ay  Lentz,  M.D.,  Portsmouth 
Charles  Weston  Lomax,  M.D., 
Charlottesville 


Robert  George  Matthews,  M.D., 
Centreville 

James  Hill  Mero,  M.D.,  Vienna 
Julian  H.  Meyer,  Jr.,  M.D.,  Roanoke 
Robert  Milton  Miles,  M.D.,  Roanoke 
Young  Sun  Moon,  M.D.,  Alexandria 
Robert  L.  Moore,  M.D.,  Bluemont 
James  Isidoros  Moraitis,  M.D.,  Marion 
Reuben  H.  McBrayer,  Jr.,  M.D.,  Norfolk 
Sandra  Briggs  McCann,  M.D., 
Charlottesville 

William  M.  McConahey,  III,  M.D.,  South 
Boston 

Heber  Hampton  Newsome,  Jr.,  M.D., 
Richmond 

Bernard  M.  Paladino,  M.D.,  Falls  Church 
Roger  James  Pierce,  M.D.,  Woodbridge 
Robert  S.  Rixse,  M.D.,  Alexandria 
Richard  J.  Rizzuti,  M.D.,  Arlington 
Philip  Andrew  Sansone,  M.D., 
Charlottesville 

David  T.  Schwartz,  M.D.,  McLean 
Christopher  N.  Sheap,  M.D., 

Charlottesville 

Thomas  H.  Smith,  M.D.,  Charlottesville 
Robert  Kuang-Pvi  Su,  M.D.,  Portsmouth 
Roshan  S.  Talreja,  M.D.,  Virginia  Beach 
William  Sams  Tunner,  M.D.,  Richmond 
Patricia  Elizabeth  Wentz,  M.D.,  Richmond 
Steven  M.  Zimmet,  M.D.,  Arlington 

New  Student  Members,  all  from  the  Medi- 
cal College  of  Virginia,  are: 

Jonathan  Paul  Bacon 
Jan  Neil  Basile 
Pamela  Susan  Douglas 
Marshall  V.  Dressel 
Henry  Frederick  Gregor 
Harry  Nelson  Gustin,  III 
Robert  H.  Mason 
Allen  Joseph  McBride 
Jean  Alice  Muench 
William  W.  Reed 
Neil  Rosenberg 
John  David  Scandling 
William  Christopher  Slater 
David  Middleton  Smith 
Timothy  DeCoudres  Spencer 


72 


Virginia  Medical  Monthly 


Peter  George  Stanley 
William  C.  Williams,  III 
Robert  Harrington  Woodson 

Augusta  County  Medical  Society. 

The  following  officers  have  been  elected  for 
1975:  President,  Dr.  John  Sherry,  Waynes- 
boro; vice-presidents.  Dr.  Erskine  Sproul, 
Staunton,  Dr.  William  Orr,  Fishersville,  and 
Dr.  Karl  Menk,  Staunton;  secretary,  Dr.  Wil- 
liam Grey,  Staunton;  and  treasurer,  Dr. 
Powell  Anderson,  Waynesboro. 

Newport  News  Medical  Society. 

Dr.  Thomas  Wash  has  been  elected  presi- 
dent for  1975,  with  Dr.  Roland  Garrett  as 
vice-president  and  Dr.  Jason  McClellan,  secre- 
tary-treasurer. 

Northern  Neck  Medical  Association. 

At  the  meeting  of  the  Association  at  Tides 
Inn,  Irvington,  on  October  24th,  Dr.  Jachin 
B.  Davis,  White  Stone,  was  installed  as  presi- 
dent. Other  officers  are  Dr.  John  R.  Lacey, 
White  Stone,  president-elect;  Dr.  Harvey 
Goode,  Jr.,  Kilmarnock,  vice-president;  and 
Dr.  Norman  R.  Tingle,  Lively,  secretary- 
treasurer. 

The  Virginia  Dermatological  Society. 

New  officers  for  this  Society  are:  President, 
Dr.  James  P.  Rotchford,  Arlington;  vice- 
president,  Dr.  James  E.  Comer,  Jr.,  Roanoke; 
and  secretary-treasurer,  Dr.  B.  Voss  Neal, 
Newport  News. 

Dr.  David  R.  Hawkins, 

Chairman  of  the  department  of  psychiatry" 
at  the  University  of  Virginia,  has  been  named 
president  of  the  American  Association  of 
Chairmen  of  Departments  of  Psychiatry. 

Western  Mediterranean 
Air-Sea  Cruise. 

The  Medical  Society  of  Virginia  is  again 
sponsoring  a trip  for  its  members.  The  1975 
trip  will  be  an  Air-Sea  Cruise  of  the  Western 
Mediterranean  and  will  depart  from  Rich- 


mond and  W ashington,  D.  C.,  on  April  28th. 
This  will  be  a relaxing  two-week  holiday 
aboard  the  luxurious  new  ms.  GOLDEN 
ODYSSEY.  The  ship  will  be  boarded  at 
Dubrovnik,  Yugoslavia,  and  will  cruise  to 
Corfu,  Messina,  Valletta,  Tunis,  Palma,  Gi- 
braltar, Tanger,  Cadiz  and  Seville,  and  Lisbon. 

Have  you  made  your  reservations?  If  not, 
it  is  not  too  late  and  you  don’t  want  to  miss 
this  trip!  A full  page  ad  is  in  the  advertising 
section  of  this  issue  of  the  Monthly.  Look  it 
up  and  don’t  delay  getting  your  reservations 
in— if  you  have  not  already  done  so! 

For  Sale. 

G.  E.  Maximar  100  X-Rav  machine.  Con- 
tact Drs.  Watkins  and  Neal,  Inc.,  321  Main 
Street,  Newport  News,  Virginia  23601.  Phone 
596-8183.  (Adv.) 

American  Association  of  Medical 
Assistants,  Virginia  Society. 

The  14th  annual  educational  Seminar  of  the 
Virginia  Society  of  the  American  Association 
of  Medical  Assistants  was  held  at  Chesapeake, 
November  9-10,  1974. 

David  B.  Young,  M.D.,  Norfolk,  was  ap- 
pointed as  a physician-advisor  for  the  society 
at  the  Executive  Board  Meeting. 

The  program  was  hosted  by  the  Portsmouth 
Chapter,  and  “Drug  Abuse  and  Alcoholism’’ 
was  the  main  topic  discussed.  “Drug  Addic- 
tion Among  Teenagers”  was  discussed  by  Dr. 
Ethelyn  R.  Strong,  Dean,  School  of  Social 
W’ork,  Norfolk  State  College;  “Alcoholics 
Anonymous”  by  Mrs.  Ann  N.;  “Drug  En- 
forcement Efforts,  Virginia  State  Police  Di- 
vision of  Investigation”  was  discussed  by  Lar- 
ry A.  Floyd,  Investigator,  Virginia  State  Po- 
lice; and  “Alcoholism”  was  discussed  by  Mr. 
Jim  Nichols,  Program  Director  of  the  Tide- 
water Treatment  Center  at  Virginia  Beach, 
Virginia. 

Approximately  90  members  of  the  Virginia 
Society  of  the  American  Association  of  .Medi- 
cal Assistants  were  registered  for  the  meeting. 
It  was  pointed  out  at  the  Seminar  that  a reso- 
lution commending  the  American  Association 
of  Medical  Assistants  was  passed  by  unani- 
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mous  vote  of  the  American  Medical  Associ- 
ation’s House  of  Delegates  on  June  25,  1974, 
during  the  association’s  125th  annual  conven- 

Obituary 

Dr.  Eugene  Swanson  Groseclose. 

On  November  10,  1974,  at  the  age  of  69,  Dr. 
Eugene  Swanson  Groseclose  died  at  Virginia 
Baptist  Hospital  following  an  acute  coronary 
infarction. 

Dr.  Groseclose  was  born  in  Marion,  Virginia. 
He  was  a graduate  of  the  University  of  Virginia, 
received  his  M.D.  at  the  University  of  Virginia 
in  1929,  interned  1929-1930  at  the  University  of 
Virginia  Hospital.  He  was  an  associate  in  path- 
ology from  1930-1931  and  resident  in  Ob-Gyn 
from  1931  to  1933  at  the  University  of  Virginia 
Hospital.  He  was  past  president  of  the  Lynch- 
burg Academy  of  Medicine,  the  Virginia  Ob- 
stetrical and  Gynecological  Society,  former 
chairman  of  the  Maternal  Health  Committee  of 
The  Medical  Society  of  Virginia,  Vice-Chair- 
man for  Virginia  of  District  IV,  American  Col- 
lege of  Obstetrics  and  Gynecology. 

He  was  the  first  president  of  the  Lynchburg 
Exchange  Club  and  past  president  of  the  Lynch- 
burg Chapter  of  the  University  of  Virginia 
Alumni  Association.  He  was  a loyal  member  of 
Court  Street  United  Methodist  Church  and 
served  on  the  Board  of  Stewards. 

Known  by  everyone  as  Gene  and  by  his  spe- 
cial friends  as  “Doc”,  he  had  lived  and  prac- 
ticed in  Lynchburg  for  some  forty  years.  His 
practice  was  interrupted  in  1942  to  1945  when  he 
served  as  a Commander,  M.C.,  U.S.  Navy,  in 
World  War  II.  He  was  a member  of  the  Ameri- 
can Medical  Association,  Diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecology, 
Fellow  of  the  American  College  of  Surgeons, 
American  College  of  Obstetrics  and  Gynecology, 
and  senior  member  of  the  South  Atlantic  Asso- 
ciation of  Obstetrics  and  Gynecology. 

He  especially  enjoyed  the  camaraderie  of  his 
old  friends  from  pre-World  War  II  at  lunch 
every  working  day.  The  same  friends  formed 
a “camping  group”  which  met  at  least  twice 
yearly  to  “rough  it”  in  the  great  outdoors.  He 
was  an  avid  hunter  and  fisherman  and  was  a 
member  of  Bob  White  Lodge.  He  was  a real 
enthusiast  when  it  came  to  his  favorite  hobbies. 

Gene  Groseclose  will  be  remembered  most  for 
his  devotion  to  the  practice  of  Ob-Gyn.  He  was 


tion  in  Chicago.  This  is  the  fifth  time  that  the 
goals  and  objectives  of  A.A.M.A.  have  been 
formally  endorsed  by  A.M.A. 


a man  of  integrity,  high  moral  principles  and 
ethical  practice.  He  was  a disciplined  man  who 
was  always  cheerful  and  pleasant.  To  him  the 
Hippocratic  Oath  was  something  to  live  by  and 
obey,  even  though  some  thought  it  out  of  date. 
He  studied  and  practiced  the  Art  of  Medicine, 
updated  by  newer  innovations,  but  was  not  the 
first  to  discard  the  old  nor  first  to  accept  the 
new.  His  bedside  manner  and  treatment  of  pa- 
tients was  always  highly  personal  and  profes- 
sional. They  will  miss  his  kindness  and  care 
greatly  and  their  number  was  legion. 

Doctors  will  miss  his  wise  counsel,  honesty, 
real  sincerity  and  strength  of  purpose.  He  fought 
for  what  he  believed  and  was  usually  right,  but 
didn’t  hesitate  to  admit  error  if  proven  wrong. 
He  was  admired  and  respected  by  the  nurses. 
Profanity  was  not  in  his  vocabulary.  He  was  a 
man  of  great  intellect  and  proficient  in  many 
fields.  He  was  truly  a doctor’s  and  nurse’s  ideal 
physician,  and  will  be  sorely  missed.  Lynchburg 
has  truly  lost  a great  citizen  in  his  passing. 

Lastly,  he  will  be  most  missed  by  his  remark- 
able family.  He  and  his  devoted  wife  reared 
four  lovely  children  in  their  image.  “You  shall 
know  a man  by  his  family”,  and  on  this  they 
rated  superbly.  He  taught  them  for  life,  but 
prepared  them  for  acceptance  of  death.  He  died 
as  he  lived— as  a real  gentleman. 

Now  THEREFORE  BE  IT  RESOLVED:  That  this 
memorial  testimony  at  the  loss  of  our  highly 
esteemed  colleague  be  written  in  the  minutes  of 
the  Lynchburg  Academy  of  Medicine,  published 
in  the  Virginia  Medical  Monthly,  and  that  a 
copy  be  sent  to  his  family. 

Joseph  E.  Warren,  M.D.,  Chairman 
Robert  H.  Bowden,  Jr.,  M.D. 

S.  E.  Oglesby,  M.D. 

John  R.  Saunders,  M.D. 

Dr.  Arthur  Gardner  Harden, 

Staunton,  died  October  23,  1974.  He  was 
forty-seven  years  of  age  and  received  his  med- 
ical degree  from  the  University  of  Virginia 
in  1949.  Dr.  Harden  had  been  a member  of 
The  Medical  Society  of  Virginia  since  1960. 
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Sidonna 

Each  scored  tablet  contains:  specially  activated  simethicone 
25  mg.,  hyoscyamine  sulfate  0.1037  mg.,  atropine  sulfate 
0.0194  mg.,  hyoscine  hydrobromide  0.0065  mg.  (equivalent  to 
belladonna  alkaloids  [as  bases]  0.1049  mg.)  and  butabarbital 
sodium  N.F.  16  mg.  (Warning:  may  be  habit  forming.) 

A working  partnership 
against  the 
pain  of  gas  and  spasm 


Entrapped  gas  ••• 

Silent 

partner  of 
GI  spasm 

Painful  GI  spasm  in  the  presence  of  entrapped 
gas  causes  even  more  pain  and  more  discomfort.  Yet, 
while  spasm  is  relieved,  entrapped  gas  often  goes 
untreated. 

Not  so  when  you  prescribe  Sidonna.  Sidonna 
helps  release  entrapped  gas  with  specially  activated 
simethicone,  a non  systemic  antiflatulent,  while  also 
helping  to  relieve  spasm  with  a traditional  combina- 
tion of  belladonna  alkaloids.  And  Sidonna  provides 
mild  sedation  with  butabarbital. 

Sidonna.  The  therapeutic  partnership  approach 
to  functional  or  organic  GI  disturbances  including 
spastic  colon,  irritable  bowel  syndrome,  gastroenteri- 
tis, gastritis,  peptic  ulcer  and  nervous  indigestion. 

Contraindications : hypersensitivity  to  barbiturates  or  bella- 
donna alkaloids;  glaucoma,  prostatic  hypertrophy,  pyloric 
obstruction.  Side  Effects:  dry  mouth,  blurred  vision,  dysuria, 
skin  rash,  constipation  or  drowsiness.  Dosage:  one  or  two  tablets 
preferably  before  meals  and  at  bedtime. 

Reed  & Camrick/ Kenilworth,  N.J.  07033  ||rj 


LEWIS-GALE 

CLINIC,  INC. 

1802  Braeburn  Drive  • 

Salem,  Virginia  24153 

ANESTHESIOLOGY 

HEMATOLOGY  AND  ONCOLOGY 

Leigh  0.  Atkinson,  M.D. 

J.  Milton  Miller,  M.D.  j 

George  P.  Baron,  M.D. 

OBSTETRICS  AND  GYNECOLOGY 

EMERGENCY  AND  INDUSTRIAL  DEPARTMENT 

Garrett  G.  Gooch,  III,  M.D. 

C.  Leon  Jennings,  Jr.,  M.D. 

E.  Wilson  Watts,  Jr.,  M.D. 

Thomas  M.  Winn,  Jr.,  M.D. 

Benjamin  N.  Jones,  M.D. 

John  S.  Jeremiah,  M.D. 

ORTHOPAEDIC  SURGERY 

John  M.  Garvin,  M.D. 

Richard  H.  Fisher,  M.D. 

Robert  0.  McGuffin,  M.D. 

Alonzo  H.  Myers,  Jr.,  M.D. 

Larry  A.  Widner,  M.D. 

S.  Curtiss  Mull,  M.D. 

FAMILY  PRACTICE 

OTOLARYNGOLOGY 

Allen  M.  Clague,  M.D. 

J.  Bruce  Hagadorn,  M.D. 

Keith  C.  Edmunds,  M.D. 

PEDIATRICS 

GENERAL  SURGERY 

Thomas  J.  Humphries,  M.D. 

John  T.  Walke,  M.D. 

W.  Langley  Sibley,  M.D. 

W.  P.  Wiltsee  Young,  M.D. 

W.  R.  Whitman,  Jr.,  M.D. 

F.  Joseph  Duckwall,  M.D. 

William  L.  Sibley,  III,  M.D. 

William  J.  Kagey,  M.D. 

Edwin  L.  Williams,  II,  M.D. 

INTERNAL  MEDICINE 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 

Warren  L.  Moorman,  M.D. 

Robert  F.  Bondurant,  M.D. 

Robert  F.  Roth,  M.D. 

Frank  Alton  Wade,  M.D. 

RADIOLOGY  AND  NUCLEAR  MEDICINE 

George  H.  Wall,  M.D. 

Carl  M.  Russell,  M.D. 

J.  Milton  Miller,  M.D. 

Donald  W.  Spicer,  M.D. 

David  S.  Miller,  M.D. 

Clyde  F.  Lloyd,  M.D. 

Michael  J.  Moore,  M.D. 

William  A.  Cassada,  Jr.(  M.D. 

William  M.  Blaylock,  M.D. 

J.  William  Barnard,  M.D. 

ARTHRITIS  AND  RHEUMATOLOGY 

THORACIC  AND  VASCULAR  SURGERY 

William  M.  Blaylock,  M.D. 

William  L.  Sibley,  III,  M.D. 

Edwin  L.  Williams,  M.D. 

GASTROENTEROLOGY 

UROLOGY 

George  H.  Wall,  M.D. 

Thomas  S.  R.  Ward,  M.D. 

Accredited  by  the  American 

Group  Practice  Association 

JOHNSTON-WILLIS 

HOSPITAL 

RICHMOND,  VIRGINIA 


A MODERN  GENERAL  HOSPITAL 
PRIVATELY  MANAGED 
SITUATED  IN  THE  QUIET  OF  THE 
WEST  END  RESIDENTIAL  SECTION 


Pulaski 


Home  For  Adults 


★ Newly  remodeled  and  decorated 

★ Private  £r  semi-private  rooms 

★ Assistant  on  duty  24  hours  a day 

★ Medical  facilities  near  by 

★ Reasonable  rates,  $250  & up. 
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Write  or  phone  tor  further 
information:  P.O.  Box  938, 
Pulaski,  Va.  24301  or 
phone  980-2200. 


J 


Russ  Penner, 
Business  Manager 


76 


Virginia  Medical  Monthly 


STUART  CIRCLE  HOSPITAL 

413-21  Stuart  Circle 

RICHMOND,  VIRGINIA 

Medicine: 

Anesthesiology : 

Manfred  Call,  III,  M.D. 

William  B.  Moncure,  M.D. 

Alexander  G.  Brown,  III,  M.D. 

Heth  Owen,  Jr.,  M.D. 

John  D.  Call,  M.D. 

Wyndham  B.  Blanton,  Jr.,  M.D. 

Surgery: 

Frank  M.  Blanton,  M.D. 

Richard  A.  Michaux,  M.D. 

William  W.  Martin,  Jr.,  M.D. 

Carrington  Williams,  Jr.,  M.D. 

James  R.  Wickham,  M.D. 

Armistead  M.  Williams,  M.D. 

Snowden  C.  Hall,  III,  M.D. 

Obstetrics  and  Gynecology; 

James  R.  Darden,  Jr.,  M.D. 

Wyatt  S.  Beazley,  III,  M.D. 

Spotswood  Robins,  M.D. 

Urological  Surgery: 

David  C.  Forrest,  M.D. 

Frank  Pole,  M.D. 

Joseph  C.  Parker,  M.D. 

Harry  S.  Rowland,  Jr.,  M.D. 

William  M.  Oppf.nhimer,  M.D. 

Plastic  Surgery: 

Orthopedics: 

Hunter  S.  Jackson,  M.D. 

Beverley  B.  Clary,  M.D. 

Ophthalmology,  Otolaryngology : 

James  B.  Dalton,  Jr.,  M.D. 

Richard  W Dodd  M.D. 

Franklin  P.  Watkins,  M.D. 

J.  Warren  Montague,  M.D. 

Pediatrics: 

Pathology: 

Thomas  P.  Overton,  M.D. 

Edward  J.  Wiley,  M.D. 

Sung  C.  Park,  M.D. 

Roentgenology  and  Radiology : 

Physical  Therapy: 

Hunter  B.  Frischkorn,  Jr.,  M.D. 

William  J.  Cowan.  R.P.  l . 

William  C.  Barr,  M.D. 

Administrator : 

John  E.  Reed,  M.D. 

Kenneth  M.  Holt 

BAYBERRY  PSYCHIATRIC  HOSPITAL 

HAMPTON,  VIRGINIA 

Bayberry  is  a 125  bed  private  hospital  which  offers  a wide  range  of  inpatient,  day  care,  outpatient,  and  con- 
sultative services,  as  well  as  treatment  programs  for  adolescents,  children,  and  alcoholics. 

TREATMENT 

After  a comprehensive  medical  and  psychiatric  evaluation,  each  patient  receives  an  individualized  treat- 
ment program  and  schedule  of  activity  therapies.  Treatment  may  include  individual  therapy,  group  ther- 
apy, psychodrama,  chemotherapy,  electroconvulsive  or  insulin  treatment. 

EDUCATION 

A regular  school  curriculum  is  followed  and  academic  credit  is  given.  The  Hampton  Roads  Reading  Cen- 
ter is  located  within  the  hospital  and  provides  special  instruction  for  children  with  dyslexia  and  other 
learning  problems. 

REHABILITATION 

Rehabilitation  services  include  individual  counseling,  special  education,  and  job  training  programs. 

ACCREDITATION 

Accredited  by  the  Joint  Commission  on  Accreditation  of  Hospitals,  approved  for  Medicare,  member  of  the 
American  Hospital  Association,  and  licensed  by  the  State  Department  of  Hospitals  and  Mental  Hygiene. 

Wendell  J.  Pile,  M.D. 

Medical  Director 

Howard  L.  Cox,  M.D.  Basil  E.  Roebuck,  M.D.  Jonathan  G.  Solomon,  M.D.,  Ltd. 

BROCHURE  SENT  ON  REQUEST 

Contact:  Medical  Director,  530  E.  Queen  Street,  Hampton,  Va.  23369 
Telephone  (804)  722-2504 
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COMMONWEALTH 

PSYCHIATRIC 

CENTER 

Exclusively  For  Children  and  Adolescents-- 
A new,  completely  modern  66-bed  hospital 
is  now  open  for  patient  referrals 

■ Work  has  recently  been  completed  on  this  new 
hospital,  specifically  designed  for  the  treatment  of 
the  emotionally  disturbed.  In  addition  to  the 
hospital  itself,  the  Center  is  moving  ahead  with 
construction  of  a gymnasium  and  swimming  pool  to 
provide  its  patients  with  the  very  best  of  private 
institutional  facilities  in  the  Mid-Atlantic  Region. 

■ Four  full-time  child  psychiatrists  and  a staff  of 
experienced  psychologists,  psychiatric  nurses, 
psychiatric  social  workers,  therapists  and  other 
specialists  offer  a wide  range  of  treatment 
modalities.  A fully-accredited  school  program 
features  small  classes  structured  to  meet  the  needs 
of  the  individual. 

Brochure  on  Request 
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COMMONWEALTH 
PSYCHIATRIC  CENTER 


3001  FIFTH  AVENUE, 
RICHMOND,  VIRGINIA  23222 

(804)  329-4392 


ST.  LUKE'S  HOSPITAL 

Established  1882 
Hunter  H.  McGuire,  M.D. 


McGuire  clinic  inc. 

Established  1923 
Stuart  McGuire,  M.D. 


1000  West  Grace  Street 
Richmond,  Virginia 


General  Surgery  & Gynecology 

Joseph  W.  Coxe,  III,  M.D. 
H.  Fairfax  Conquest,  M.D. 
Gilbert  H.  Bryson,  M.D. 
William  M.  Crouch,  M.D. 

Anesthesiology 

Beverley  Jones,  M.D. 

Physical  Therapy 

Elizabeth  L.  Watson,  R.P.T. 


Internal  Medicine 

John  P.  Lynch,  M.D. 

John  B.  Catlett,  M.D. 

Robert  W.  Bedinger,  M.D. 
David  L.  Litchfield,  M.D. 
Burness  F.  Ansell,  Jr.,  M.D. 
W.  Wayne  Key,  Jr.,  M.D. 
Randolph  M.  Halloran,  M.D. 
Hilton  R.  Almond,  M.D. 
James  A.  Repass,  M.D. 


Radiology 

Henry  S.  Spencer,  M.D. 
Donald  P.  King,  M.D. 

Isotopes 

David  L.  Litchfield,  M.D. 

Pathology 

Hubert  R.  White,  Jr.,  M.D 


Hospital  Administrator 

Gerald  J.  LaGesse 

Director  of  Nurses — St.  Luke's  Hospital 

Ann  M.  Urbine,  R.N. 

School  of  Nursing 

Ann  M.  Urbine,  R.N.,  Director 
Joan  B.  Hovis,  R.N.,  Dir.  of  Ed. 
Elizabeth  H.  Ellett,  R.N.,  Instructor 


Clinic  Manager 

S.  Taylor  Ware,  Jr. 

Director  of  Nurses — McGuire  Clinic,  Inc 

Mary  E.  Simmons,  R.N. 
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Western  Mediterranean 

Air-Sea  Cruise 

An  Exciting  New  Itinerary  Featuring: 

Lisbon  • Cadiz/Seville  • Tangier  • Gibraltar  • Mallorca  • Tunis  • 

Malta  • Sicily  • Corfu  • Dubrovnik 

AS  LOW  AS  $1098 


ATwo-Week  Do-As-You-Please  Holiday 
On  Royal  Cruise  Line's  New  Luxury  Ship 
m.  s.  GOLDEN  ODYSSEY 
Includes:  Direct  Flights  on 
World  Airways  Chartered  Jets. 


All  Meals  of  Superb  International  Cuisine . 

Cruise  Director  and  Staff  toAssist  at  All  Times. 
Generous  70  Lb.  Baggage  Allowance. 

Departing  Richmond  and  Washington,  D.C. 
April  28,1975 


Send  to: 

The  Medical  Society  of  Virginia 

4205  Dover  Road 

Richmond,  Virginia  23221 

Enclosed  is  my  check  for  $ 

$100  per  person  as  deposit. 

Names 

Address 

City 

State 

Zip 

n 


Space  Strictly  Limited  Make  Reservations  Now 


Another  Non-Regimented  INTRAV  Deluxe  Adventure 


Synthroid 

(sodium  levothyroxine) 

the  smooth  road 
to  thyroid  replacement 

therapy. 

Synthroid  is  I4. 

It  provides  your  patients  with 
what  is  needed  for  eomplete 
thyroid  replacement  therapy. 


Free  Tab-Minder  sample 
packages  available 
from  Flint  Professional 
Services  Department. 


Indications:  SYNTHROID  (sodium  levothyroxine) 
is  specific  replacement  therapy  for  diminished 
or  absent  thyroid  function  resulting  from  pri- 
mary or  secondary  atrophy  of  the  gland,  con- 
genital defect,  surgery,  excessive  radiation,  or 
antithyroid  drugs.  Indications  for  SYNTHROID 
(sodium  levothyroxine)  Tablets  include  myxe- 
dema, hypothyroidism  without  myxedema,  hypo- 
thyroidism in  pregnancy,  pediatric  and  geriatric 
hypothyroidism,  hypopituitary  hypothyroidism, 
simple  (nontoxic)  goiter,  and  reproductive  dis- 
orders associated  with  hypothyroidism.  SYN- 
THROID (sodium  levothyroxine)  for  Injection  is 
indicated  for  intravenous  use  in  myxedematous 
coma  and  other  thyroid  dysfunctions  where 
rapid  replacement  of  the  hormone  is  required. 
The  injection  is  also  indicated  for  intramuscular 
use  in  cases  where  the  oral  route  is  suspect  or 
contraindicated  due  to  existing  conditions  or  to 
absorption  defects,  and  when  a rapid  onset  of 
effect  is  not  desired. 


Precautions:  As  with  other  thyroid  preparations, 
an  overdosage  of  SYNTHROID  (sodium  levothy- 
roxine) may  cause  diarrhea  or  cramps,  nervous- 
ness, tremors,  tachycardia,  vomiting  and 
continued  weight  loss.  These  effects  may  begin 
after  four  or  five  days  or  may  not  become  appar- 
ent for  one  to  three  weeks.  Patients  receiving 
the  drug  should  be  observed  closely  for  signs  of 
thyrotoxicosis.  If  indications  of  overdosage  ap- 
pear, discontinue  medication  for  2-6  days,  then 
resume  at  a lower  dosage  level.  In  patients  with 
diabetes  mellitus,  careful  observations  should 
be  made  for  changes  in  insulin  or  other  antidia- 
betic drug  dosage  requirements.  If  hypothyroid- 
ism is  accompanied  by  adrenal  insufficiency, 
such  as  Addison’s  Disease  (chronic  adrenocor- 
tical insufficiency),  Simmonds's  Disease  (pan- 
hypopituitarism) or  Cushing's  syndrome 
(hyperadrenalism),  these  dysfunctions  must  be 
corrected  prior  to  and  during  SYNTHROID  (so- 
dium levothyroxine)  administration.  The  drug 


should  be  administered  with  caution  to  patie 
with  cardiovascular  disease;  developmen 
chest  pains  or  other  aggravations  of  cardio' 
cular  disease  requires  a reduction  in  dosage. 


Contraindications:  Thyrotoxicosis,  acute  myoc 
dial  infarction.  Side  effects:  The  effects  of  S 
THROID  (sodium  levothyroxine)  therapy  are  s 
in  being  manifested.  Side  effects,  when  they 
occur,  are  secondary  to  increased  rates  of  b 
metabolism;  sweating,  heart  palpitations  v 
or  without  pain,  leg  cramps,  and  weight  if 
Diarrhea,  vomiting,  and  nervousness  have  < 
been  observed.  Myxedematous  patients  v 
heart  disease  have  died  from  abrupt  increa 
in  dosage  of  thyroid  drugs.  Careful  observat 
of  the  patient  during  the  beginning  of  any  I 
roid  therapy  will  alert  the  physician  to  any 
toward  effects. 


It  has  been  shown  that  Synthroid  (T4) 
converts  to  T3  at  the  cellular  level 
to  supply  metabolic  needs. L 2 


1 Synthroid  is  T4. 


'I  most  cases  with  side  effects,  a reduction  of 
dcige  followed  by  a more  gradual  adjustment 
JRard  will  result  in  a more  accurate  indication 
3»|e  patient’s  dosage  requirements  without  the 
sp.arance  of  side  effects. 


3cage  and  Administration:  The  activity  of 
ill  m9-  SYNTHROID  (sodium  levothyroxine) 
J»H-ET  is  equivalent  to  approximately  one  grain 
®I)id,  U.S.P.  Administer  SYNTHROID  tablets 
as ' single  daily  dose.  In  hypothyroidism  with- 
al1 myxedema,  the  usual  initial  adult  dose  is 
ttgng.  daily,  and  may  be  increased  by  0.1  mg. 
«ty  30  days  until  proper  metabolic  balance  is 
anned.  Clinical  evaluation  should  be  made 
JTJJthly  and  PBI  measurements  about  every  90 
oa-  Final  maintenance  dosage  will  usually 
raije  from  0.2-0. 4 mg.  daily.  In  adult  myxedema, 
Sit  ing  dose  should  be  0.025  mg.  daily.  The 

- 


o 

**  Because  T4  converts  to  T3  at  the  cellular 
level,  it  provides  full  thyroid  replacement 
at  maintenance  doses.12 

3x4  hormone  content  is  controlled 
by  chemical  assay. 

4 Synthroid  is  assayed  chemically; 
no  biologic  test  is  necessary  to 
measure  potency. 


O Synthroid  provides  predictable 
results  when  used  with  current 
thyroid  function  tests. 

6  Synthroid  is  the  most  prescribed 
brand  name  of  thyroid  in  the  U.  S. 
and  Canada. 

7  Sodium  levothyroxine  in  Synthroid 
tablets  is  chemically  pure.  It  does  not 
contain  any  animal  gland  parts. 


8  When  stored  properly,  Synthroid  has  a 
longer  shelf  life  than  desiccated  thyroids. 

9  On  a daily  basis,  Synthroid  is  cost 
competitive  with  other  thyroid 
products. 


The  smooth  road  to 
thyroid  replacement  therapy 


Synthroid 

(sodium  levothyroxine) 


dose  may  be  increased  to  0.05  mg.  after  two 
weeks  and  to  0.1  mg.  at  the  end  of  a second  two 
weeks.  The  daily  dose  may  be  further  increased 
at  two-month  intervals  by  0.1  mg.  until  the  opti- 
mum maintenance  dose  is  reached  (0. 1-1.0  mg. 
daily). 


Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg., 
0.15  mg.,  0.2  mg.,  0.3  mg.,  0.5  mg.,  scored  and 
color-coded,  in  bottles  of  100,  500,  and  1000.  In- 
jection: 500  meg.  lyophilized  active  ingredient 
and  10  mg.  of  Mannitol,  U.S.P.,  in  10  ml.  single- 
dose vial,  with  5 ml.  vial  of  Sodium  Chloride  In- 
jection, U.S.P.,  as  a diluent.  SYNTHROID 
(sodium  levothyroxine)  for  Injection  may  be  ad- 
ministered intravenously  utilizing  200-400  meg. 
of  a solution  containing  100  meg.  per  ml.  If  sig- 
nificant improvement  is  not  shown  the  following 
day,  a repeat  injection  of  100-200  meg.  may  be 
given. 


1.  Braverman,  L.  E.,  Ingbar,  S.  H.,  and  Sterling, 
K.:  Conversion  of  Thyroxine  (T4)  to  Triiodothyro- 
nine (T3)  in  Athyreotic  Human  Subjects,  J.  Clin. 
Invest.  49. 855-64,  1970. 

2.  Surks,  M.  I.,  Schadlow,  A.  R.,  and  Oppen- 
heimer,  J.  H.:  A New  Radioimmunoassay  for 
Plasma  L-Triiodothyronine:  Measurements  in 
Thyroid  Disease  and  in  Patients  Maintained  on 
Hormonal  Replacement.  J.  Clin.  Invest.  51:3104- 
13,  1972. 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC. 

Deerfield,  Illinois  60015 


Woodrow  Wilson  Slept  Here.  At 

Staunton’s  stately  “Manse”,  you  can 
see  the  crib  that  held  a future 
president.  And  the 
home  where  Jessie 
Wilson  gave  birth  to 
the  son  who  later 
gave  birth  to  the 
League  of  Nations 
with  its  vision  of 
world-wide  peace. 


The  General's  Assembly.  Douglas  MacArthur  called 
Norfolk  home,  though  he  was  born  in  Arkansas 
(“while  his  parents  were  away”,  the  Norfolk  paper 
said).  Here,  at  the  MacArthur  Memorial,  you  can  see 
the  possessions  of  this  great  soldier. 


The  Doll  Who  Spied  For  Dixie.  She  had  a 
head  for  smuggling.  Hollow.  Just  right  for  carry- 
ing medicines  across  Union  lines.  She’s  at  Rich- 
mond’s Confederate  Museum  now.  In  retirement. 


Broadway  In  The  Blue  Ridge.  These  spurs  were 
worn  in  an  early  play  at  Abingdon’s  Barter 
Theatre,  so-called  because  its 

depression-hungry  founders  traded 
seats  for  food.  To  date,  over 
2 million  tickets  have  been 
sold ; most  of  them,  in 
recent  years,  for  cash. 


The  Mighty  In  Miniature.  These  water  color 
miniatures  of  the  first  President  and  his  lady, 
painted  from  life,  are  now  on  view  in  Williams- 
burg. Come  see  them. 

Visit,  write  or  call 

VIRGINIA  STATE  TRAVEL  SERVICE 

9th  & Grace  Streets,  Richmond  23219 
phone:  (703)  770-4484 


This  advertisement  is  published  by  Virginia  Medical  Monthly  as  a Public  Service. 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  literature  or  PDR.  The 
following  is  a brief  summary. 

Indications:  Edema  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome:  steroid-induced  and  idiopathic 
edema:  edema  resistant  to  other  diuretic  ther- 
apy. Also,  mild  to  moderate  hypertension. 
Contraindications:  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  com- 
ponent. Continued  use  in  progressive  renal  or 
hepatic  dysfunction  or  developing  hyperkalemia. 
Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without 
ulceration.  Hyperkalemia  ( >5.4  mEq/L)  has 
been  reported  in  4%  of  patients  under  60  years, 
in  12%  of  patients  over  60  years,  and  in  less 
than  8%  of  patients  overall.  Rarely,  cases  have 
been  associated  with  cardiac  irregularities. 
Accordingly,  check  serum  potassium  during 
therapy,  particularly  in  patients  with  suspected 
or  confirmed  renal  insufficiency  (e.g.,  elderly  or 
diabetics).  If  hyperkalemia  develops,  substitute 
a thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  'Dyazide',  check  serum  potas- 
sium frequently  —both  can  cause  potassium  re- 
tention and  sometimes  hyperkalemia.  Two 
deaths  have  been  reported  in  patients  on  such 
combined  therapy  (in  one.  recommended  dosage 
was  exceeded:  in  the  other,  serum  electrolytes 
were  not  properly  monitored).  Observe  patients 
on  Dyazide'  regula'rly  for  possible  blood  dys- 
crasias.  liver  damage  or  other  idiosyncratic 
reactions.  Blood  dyscrasias  have  been  reported 
in  patients  receiving  Dyrenium  (triamterene. 
SK&F).  Rarely,  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported  with  the  thiazides.  Watch  for  signs  of 
impending  coma  in  acutely  ill  cirrhotics.  Thia- 
zides are  reported  to  cross  the  placental  barrier 
and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombo- 
cytopenia. altered  carbohydrate  metabolism 
and  possibly  other  adverse  reactions  that  have 
occurred  in  the  adult.  When  used  during 
pregnancy  or  in  women  who  might  bear 
children,  weigh  potential  benefits  against 
possible  hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and 
BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive  effects  may  be  enhanced  in  post- 
svmpathectomv  patients.  The  following  may 
occur:  hyperuricemia  and  gout,  reversible 
nitrogen  retention,  decreasing  alkali  reserve 
with  possible  metabolic  acidosis,  hypergly- 
cemia and  glycosuria  (diabetic  insulin  require- 
ments may  be  altered),  digitalis  intoxication  (in 
hypokalemia).  Use  cautiously  in  surgical  pa- 
tients. Concomitant  use  with  antihypertensive 
agents  may  result  in  an  additive  hypotensive 
effect. 

Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth:  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Rarely,  necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  and  xanthopsia  have 
occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules:  in  Single 
Unit  Packages  of  100  (intended  for  institutional 
use  only). 


KEEP  THE  HYPERTENSIVE 
PATIENT  ON  THERAPY 
KEEP  THERAPY  SIMPLE  WITH 

DVAZIDE 

Each  capsule  contains  50  mg.  of  Dyrenium  (brand  of 
triamterene)  and  25  mg.  of  hydrochlorothiazide. 


Just  ‘Dyazide*  once  daily  or  twice  daily 
No  inconvenient  potassium  supplements 
Nor  special  K+  rich  diets  needed  as  a rule 


Two  prime  reasons  patients  drop  out  of  hypertensive  therapy  are  (1) 
the  patient  failed  to  understand  directions,  and  (2)  the  regimen  was 
overly  complicated.  Dosage  is  simple  with  'Dyazide’.  easily  understood, 
once  or  twice  daily,  depending  on  response.  There’s  no  need  to  com- 
plicate the  regimen  with  potassium  supplements  or  unwieldy 
potassium-rich  diets. 


SK&F  CO. 

Carolina.  RR.  00630 
Subsidiary  of 
SmithKline  Corporation 


TO  KEEP  BLOOD  PRESSURE  DOWN 
AND  KEEP  POTASSIUM  LEVELS  UP 


■ 


AWAKE 


STAGE  1 


STAGE  2 


STAGE  3 


STAGE  4 


HOURS  , 1 • i 

begins  within 
17  minutes,  on  average 

an  initial  benefit  of 


••• 


Dalmane 

(flurazepam  HCI)  proved  by  a 

22-night  clinical  study  of  insomnia  patients 
in  the  sleep  research  laboratory  and  at  home' 

Three  insomnia  patients  selected  for  difficulty  falling  asleep  were 
administered  Dalmane  (flurazepam  HCI)  30  mg  for  14  consecutive 
nights.  Placebo  was  given  for  four  nights  prior  to  and  four  nights 
after  Dalmane.  Physiologic  tracings  on  Dalmane  nights  1-3  showed 
sleep  induction  time  averaged  13.90  minutes;  on  Dalmane  nights 
12-14,  18.80  minutes.  Combined  average  for  the  6 monitored  drug 
nights  was  16.35  minutes.1 


Average  Time  Required 
to  Fall  Asleep  (4  Studies, 
16  Subjects2  s) 


(Decreased  42.6%) 


I Baseline 
(before  Dalmane) 

IDalmane 

(flurazepam  HCI)  30  mg 


confirmed  by  clinical  studies  in  four 
geographically  separated 
sleep  research  laboratories25 

Using  a 14-night  protocol  involving  eight  insomniac  and 
eight  normal  subjects,  four  studies  confirmed  the 
sleep-inducing  effectiveness  of  Dalmane  (flurazepam 
HCI)  and  the  reproducibility  of  this  response.  On 
average,  one  30-mg  capsule  induced  sleep  within 
17  minutes.  In  all  these  studies,  Dalmane  induced 
sleep  rapidly,  reduced  nighttime  awakenings,  and 
prov'ided  7 to  8 hours  of  sleep  without  repeating 
dosage?-5 

Dalmane  (flurazepam  HCI) 
induces  and  maintains  sleep, 
with  relative  safety 

|Dalmane  is  generally  well  tolerated;  morning  "hang-over”  has  been  relatively 
linfrequent.  While  dizziness,  drowsiness,  lightheadedness  and  the  like  have 
jbeen  noted  most  often,  particularly  in  the  elderly  and  debilitated,  physicians 
should  be  aware  of  the  possibility  of  more  serious  reactions,  as  noted  below. 

Before  prescribing  Dalmane  (flurazepam  HCI),  please  consult  Complete  Product  Information, 
a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized  bv  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early  morning  awakening:  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits:  and  in  acute  or  chronic  medical  situations  requiring  restful 
(sleep.  Since  insomnia  is  often  transient  and  intermittent,  prolonged  administration  is  generally 
(not  necessary  or  recommended. 

Contraindications:  Known  hypersensitivity  to  flurazepam  HCI 

! Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS 
epressants.  Caution  against  hazardous  occupations  requiring  complete  mental  alertness 
z.g.,  operating  machinery,  driving).  Use  in  women  who  are  or  may  become  pregnant  only  when 
otential  benefits  have  been  weighed  against  possible  hazards.  Not  recommended  for  use  in 
ersons  under  15  years  of  age.  Though  physical  and  psychological  dependence  have  not  been 
zported  on  recommended  doses,  use  caution  in  administering  to 
ddiction-prone  individuals  or  those  who  might  increase  dosage, 
recautions:  In  elderly  and  debilitated,  initial  dosage  should  be 
mited  to  15  mg  to  preclude  oversedation,  dizziness  and/or  ataxia. 

[ combined  with  other  drugs  having  hypnotic  or  CNS-depressant 
iffects.  consider  potential  additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or  with  latent  depression  or 
suicidal  tendencies.  Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated  therapy.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in  elderly 
ar  debilitated  patients.  Severe  sedation,  lethargy,  disorientation  and 
;oma.  probably  indicative  of  drug  intolerance  or  overdosage,  have 
jbeen  reported.  Also  reported  were  headache,  heartburn,  upset 
ktomach.  nausea,  vomiting,  diarrhea,  constipation.  GI  pain,  nervous- 
ness. talkativeness,  apprehension,  irritability,  weakness,  palpitations, 
chest  pains,  body  and  joint  pains  and  GU  complaints.  There  have 
also  been  rare  occurrences  of  sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion. anorexia,  euphoria,  depression,  slurred  speech,  confusion, 
jrestlessness,  hallucinations,  and  elevated  SGOT.  SGPT.  total  and 
direct  bilirubins  and  alkaline  phosphatase  Paradoxical  reactions, 
j-’  g.,  excitement,  stimulation  and  hyperactivity,  have  also  been 
eported  in  rare  instances. 

'osage:  Individualize  for  maximum  beneficial  effect  Adults:  30  mg 
sual  dosage:  15  mg  may  suffice  in  some  patients.  Elderly  or  debil- 
itated patients:  15  mg  initially  until  response  is  determined, 
upplied:  Capsules  containing  15  mg  or  30  mg  flurazepam  HCI. 

REFERENCES:  I . Kales  A.  et  al  Arch  Gen  Psychiatry  23.  226-232.  Sep  1970 
2 Karacan  I,  Williams  RL.  Smith  JR:  The  sleep  laboratory  in  the  investigation  of  sleep  and 
'sleep  disturbances.  Scientific  exhibit  at  the  124th  annual  meeting  of  the  American  Psychiatric 
Association.  Washington  DC.  May  3-7,  1971 

£3.  Frost  JD  Jr:  Data  on  file.  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 
*,4  Vogel  GW:  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc.  Nutley'  NJ 
5.  Dement  WC:  Data  on  file.  Medical  Department.  Hoffmann-La  Roche  Inc.  Nutley'  NJ 


when  restful  sleep 
is  indicated 

Dalmane 

(flurazepam  HCI) 

One  30-mg  capsule  h.s.  — usual  adult  dosage 
(15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.  — initial  dosage  for 
elderly  or  debilitated  patients. 

• induces  sleep  within  17 
minutes,  on  average 

• reduces  nighttime  awakenings 

• sustains  sleep  7 to  8 hours,  on 
average,  without  repeating  dosage 


<S> 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


When  diarrhea  has  his  number... 


Lomotii  puts  him  back  in  the  game. 


Physicians  and  patients  both 
want  prompt  control  of  the 
symptoms  of  diarrhea.  A rapid, 
uncontrolled  loss  of  fluids  and 
electrolytes  can  cause  a medical 
crisis,  particularly  in  children,  and 
in  patients  who  are  seriously  ill, 
or  in  people  who  are  badly 
undernourished. 

Lomotil  usually  stops  diarrhea 
promptly.  This  rapid  action  halts 
the  emergency  aspect  of  diarrhea 

® 

Each  tablet  and  each  5 ml.  of  liquid  contain: 

diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate  0.025  mg. 

TABLETS/LIQUID 

Usually  stops  diarrhea  promptly. 


and  is  comforting  and  reassuring 
to  the  patient.  Electrolyte  and  fluid 
losses  can  be  corrected  while  the 
specific  cause  of  the  diarrhea  is 
being  determined.  If  an  infective 
agent  is  the  cause,  appropriate 
antibiotic  therapy  should  be  given 
along  with  Lomotil. 

Lomotil  has  few  side  effects, 
and  those  that  do  occur  are 
generally  mild. 


IMPORTANT  INFORMATION:  This  is  a Sched- 
ule V substance  by  Federal  law ; diphenoxylate 
HCI  is  chemically  related  to  meperidine.  In 
case  of  overdosage  or  individual  hypersensitiv- 
ity, reactions  similar  lo  those  alter  meperidine 
or  morphine  overdosage  may  occur:  treatment 
is  similar  to  that  lor  meperidine  or  morphine 
intoxication  (prolonged  and  careful  monitor- 
ing). Respiratory  depression  may  recur  in  spite 
of  an  initial  response  to  Nalllne ® (nalorphine 
HCI)  or  may  be  evidenced  as  late  as  30  hours 
after  ingestion.  LOMOTIL  IS  NOT  AN  INNOC- 
UOUS DRUG  AND  DOSAGE  RECOMMENDA- 
TIONS SHOULD  BE  STRICTLY  ADHERED  TO 
ESPECIALLY  IN  CHILDREN.  THIS  MEDICA- 
TION SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


Indications:  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea 

Contraindications:  In  children  less  than  2 years,  due 
to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 

Warnings:  Use  with  caution  in  young  children,  be- 
cause of  variable  response,  and  with  extreme  cau- 
tion in  patients  with  cirrhosis  and  other  advanced 
hepatic  disease  or  abnormal  liver  function  tests, 
because  of  possible  hepatic  coma  Diphenoxylate 
HCI  may  potentiate  the  action  of  barbiturates,  tran- 
quilizers and  alcohol.  In  theory,  the  concurrent  use 
with  monoamine  oxidase  inhibitors  could  precipitate 
hypertensive  crisis. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy. lactation  or  in  women  of  childbearing  age 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 
breast  milk  of  nursing  mothers. 

Precautions  Addiction  (dependency)  to  diphenoxy- 
late HCI  is  theoretically  possible  at  high  dosage  Do 
not  exceed  recommended  dosages  Administer  with 
caution  to  patients  receiving  addicting  drugs  or 
known  to  be  addiction  prone  or  having  a history  of 
drug  abuse  The  subtherapeutic  amount  of  atropine  is 
added  to  discourage  deliberate  overdosage;  strictly 
observe  contraindications,  warnings  and  precautions 
lor  atropine;  use  with  caution  in  children  since  signs 
of  atropinism  may  occur  even  with  the  recommended 
dosage. 

Adverse  reactions:  Atropine  effects  include  dryness 
of  skin  and  mucous  membranes,  flushing  and  urinary 
retention.  Other  side  effects  with  Lomotil  include 
nausea  sedation,  vomiting,  swelling  of  the  gums, 
abdominal  discomfort,  respiratory  depression,  numb- 
ness of  the  extremities,  headache,  dizziness,  depres- 
sion. malaise,  drowsiness,  coma  lethargy,  anorexia, 
restlessness,  euphoria,  pruritus  angioneurotic 
edema,  giant  urticaria  and  paralytic  ileus. 

Dosage  and  administration  Lomotil  Is  contraindi- 
cated in  children  less  than  2 years  old.  Use  only 
Lomotil  liquid  for  children  2 to  12  years  old  For 
ages  2 to  5 years.  4 ml.  (2  mg.)  Li  d ; 5 to  8 years.  4 
ml.  (2  mg.)  q i d ; 8 to  12  years.  4 ml.  (2  mg  ) 5 
times  daily;  adults,  two  tablets  (5  mg.)  t.i  d.  to  two 
tablets  (5  mg.)  q.i.d  or  two  regular  teaspoonfuls 
(10  ml.,  5 mg.)  q.i.d.  Maintenance  dosage  may  be  as 
low  as  one  fourth  of  the  initial  dosage  Make  down- 
ward dosage  adjustment  as  soon  as  initial  symptoms 
are  controlled. 

Overdosage  Keep  the  medication  out  of  the  reach 
of  children  since  accidental  overdosage  may  cause 
severe,  even  fatal,  respiratory  depression.  Signs  of 
overdosage  include  flushing,  lethargy  or  coma,  hy- 
potonic reflexes,  nystagmus,  pinpoint  pupils,  tachy- 
cardia and  respiratory  depression  which  may  occur 
12  to  30  hours  after  overdose  Evacuate  stomach  by 
lavage  establish  a patent  airway  and  when  neces- 
sary assist  respiration  mechanically.  Use  a narcotic 
antagonist  in  severe  respiratory  depression.  Obser- 
vation should  extend  over  at  least  48  hours. 

Dosage  forms  Tablets,  2 5 mg  of  diphenoxylate 
HCI  with  0 025  mg.  of  atropine  sulfate.  Liquid,  2 5 
mg.  of  diphenoxylate  HCI  and  0 025  mg.  of  atropine 
sulfate  per  5 ml  A plastic  dropper  calibrated  in  in- 
crements of  Vi  ml  (total  capacity,  2 ml.)  accom- 
panies each  2-oz  bottle  of  Lomotil  liquid. 


Searle  & Co. 

San  Juan.  Puerto  Rico  00936 

Address  medical  inquiries  to: 

G D Searle  & Co. 

Medical  Department.  Box  5110. 

Chicago.  Illinois  60680  454  Ft 


SEARLE 


YOU  CAN  SEE  STANMAR  HOMES  in  Alabama, 
Arkansas,  Colorado,  Conn.,  Delaware,  Florida, 
Georgia,  Hawaii,  Illinois,  Indiana,  Iowa,  Kentucky, 
Louisiana,  Maine,  Maryland,  Massachusetts,  Mich- 
igan, Minnesota,  Missouri,  Nebraska,  Nevada,  New 
Hampshire,  New  Jersey,  New  York,  N.  Carolina, 
Ohio,  Pennsylvania,  Rhode  Island,  S.  Carolina, 
Tennessee,  Texas,  Vermont,  Virginia,  West  Vir- 
ginia, Wisconsin,  Canada,  Puerto  Rico  and  The 
Virgin  Islands. 


thecustom 

home 

that, 
doesnt 
cost  more 


Every  Stanmar  home  is 
individualized  to  fit 
your  needs,  your  site, 
and  your  budget. 

If  you  are  planning  to  build  a primar 
residence  or  leisure  home,  send 
S 2.00  for  our  full  color  brochure, 
“New  Directions  in  Home  Design". 

stanmari 

Box  0-46,  Sudbury.  MA  01776  (617)  443-9922 

ATLANTA*  BOSTON*  NEWYORK 


TUCKER  HOSPITAL  Inc. 

212  West  Franklin  Street 
Richmond,  Virginia 


A private  hospital  tor  diagnosis  and  treatment  of  psychiatric  and 
neurological  disorders.  Hospital  and  out-patient  services. 


James  Asa  Shield,  M.D.  Weir  M.  Tucker,  M.D. 

George  S.  Fultz,  Jr.,  M.D.  James  Asa  Shield,  Jr.,  M.D. 

Catherine  T.  Ray,  M.D. 


SAINT  ALBANS  PSYCHIATRIC  HOSPITAL 

RADFORD,  VIRGINIA  24141 

703-639-2481 

A fully  accredited  private  psychiatric  hospital  for  the 
treatment  of  all  major  psychiatric  illnesses  including  al- 
coholism and  drug  abuse  problems  of  adolescents  and 
adults. 


Morgan  E.  Scott,  M.D.  George  K.  White 

President  of  the  Medical  Staff  Administrator 
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Tidewater  Psychiatric  Institute 

J 

1701  Will-O-Wisp  Drive 
Virginia  Beach,  Virginia  23454 

AND 

1005  Hampton  Boulevard 
Norfolk,  Virginia  23507 

Private  hospitals  for  the  treatment  of  psychiatric  disorders  of  adults  and 
adolescents,  alcoholism,  and  drug  addiction.  Residential  special 
education  for  emotionally  disturbed  adolescents. 

David  C.  Butler 
Administrator 

Julian  W.  Selig,  Jr.,  M.D.  Stuart  Ashman,  M.D. 

Hospital  Director,  Norfolk  Hospital  Director,  Virginia  Beach 

(Brochure  sent  on  request) 


Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 


MRS.  PLYLER’S 
NURSING  HOME 


KATE  E.  PLYLER  (1876-1947) 


GENE  CLARK  REGIRER  (1912-1962) 


A private  nursing  home  dedicated  to  extended,  intermediate  and  custodial  care 
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ANNOUNCING  THE  OPENING  OF 

THE  WADDELL  CENTER 

for  Alcohol  and  Related  Problems 

1 1 2 Painter  Street  703  236-2994 

GALAX,  VIRGINIA  24333 

Walter  K.  Helton,  M.Div.,  Director 

•Twenty-Eight  day  residential  pro- 
gram 

•Services  for  men  & women 

•Detoxification  available 

•Telephone  consultation  encour- 
aged 

•Quiet  neighborhood  on  the  rim  of 
the  Blue  Ridge 


'CIRCUBID'" 

(Ethaverine  HC 1-150 mg.) 

Time  Disintegrating  Capsules 

Caution:  Federal  law  prohibits  dispens- 
ing without  prescription. 

EachCapsule*contains:  Ethaverine  HCI. 

1 50  mg. 

ACTION:  Ethaverine  HCI.  acts  directly 
on  the  smooth  muscle  cells  without  in- 
volving the  autonomic  nervous  system 
or  its  receptors. 

INDICATIONS:  In  peripheral  and  cere- 
bral vascular  insufficiency  associated 
with  arterial  spasm,  in  spastic  conditions 
of  the  gastro-intestinal  and  genitourin- 
ary tracts. 

CONTRAINDICATIONS:  Contraindicat- 
ed in  the  presence  of  complete  atrio- 
ventricular dissociation. 

PRECAUTIONS:  It  should  be  adminis- 
tered with  caution  in  patients  with  glau- 
coma. It  should  not  be  used  in  pregnant 
womenor  in  women  of  childbearing  age 
unless  directed  by  a physician. 

ADVERSE  REACTIONS:  Even  though 
the  incidence  of  side  effects  as  report- 
ed in  literature  is  very  low,  it  is  possible 
for  a patient  to  evidence  nausea,  anorexia, 
abdominal  distress,  dryness  of  the  throat, 
hypotension,  flushing,  sweating,  vertigo, 
respiratory  depression,  cardiac  depres- 
sion, cardiac  arrhythmia  and  headache. 
If  these  side  effects  occur,  reduce 
dosage  or  discontinue  medication. 

DOSAGE:  The  usual  adult  dose  is  300 
mg.  daily,  one  capsule  every  12  hours. 
In  more  difficult  cases  the  dosage  may 
be  increased  to  600  mg.  daily  as  deter- 
mined by  the  physician.  It  is  most  effect- 
ive given  early  in  the  course  of  the 
vascular  disorder.  Because  of  the  chronic 
nature  of  the  disease  long  term  therapy 
is  required. 

‘Manufactured  to  provide  a prolonged 
therapeutic  effect. 

HOW  SUPPLIED:  Bottles  of  100  and 
1000 

W.  E MERCHANT 
PHARMACEUTICAL  CO.,  INC. 

Warrenton,  Virginia  22186 
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Oriental  Rugs 

My  name  is  Amir  Zinat;  I am  Iranian.  Years 
ago  as  a graduate  student  in  the  U.S.,  I noticed  the 
big  difference  in  the  price  of  Orientals  in  my  home- 
land and  here.  So  I asked  my  people  to  send  me 
many  rugs.  I have  chosen,  as  my  business,  to  sell 
these  rugs  at  more  reasonable  prices.  These  rugs  may 
be  exchanged,  are  guaranteed  to  increase  in  value, 
are  selected  by  natives,  and  the  price  is  fully  refund- 
able. 


If  you  are  purchasing  an  Oriental  rug,  you  need  to  learn  about  them.  Mistakes  can  be  costly;  so  know  some 
facts  before  you  buy: 

1.  There  are  many  rugs  around  which  may  look  similar  to  Persian  ones  and  may  be  named  Iranian-sounding 
names  to  confuse  you.  Look  for  the  label,  "Made  in  Iran". 

2.  Even  all  genuine  Orientals  are  not  Persian  and  not  necessarily  what  you  have  learned  about  their  value  and 
durability. 

3.  Stores  and  auctioneers  often  sell  unauthentic  or  worn-out  Persian  rugs  for  far  too  much.  A good  Iranian  rug 
is  not  out  of  reach,  and  if  it  is  genuine  it  will  hold  or  increase  its  value. 

4.  Do  not  count  much  on  the  words.  Princess,  Contract,  Signed,  Collector's  Item,  Royal,  Imperial,  Prayer,  etc. 
They  are  all  part  of  a sales  pitch  or  gossip.  Rugs  are  named  by  the  village  or,  more  often,  the  region  of  ori- 
gin. The  quality  of  the  rug  may  vary  greatly  regardless  of  the  name.  So,  you  should  judge  a rug  by  its  own 
individual  merits,  not  by  the  name. 

I would  be  happy  to  help  you  learn  more  about  Orientals  and  assist  you  in  any  way  in  your  selection. 


Roller- type  Loom 


Please  call  358-1711 
also  recommend  me  to  your  friends 

Thank  you 
Amir  Zinat 

20021/2  Staples  Mill  Road 
Richmond,  Virginia 

(on  the  back  side  of  Cross  Roads  Shopping 
Center) 
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REPRINT  PRICES  OF  ARTICLES  IN  THE 
VIRGINIA  MEDICAL  MONTHLY 

NEW  PRICES  EFFECTIVE  JANUARY.  1974 
Trim  Size:  8L4  x 11  Inches 


No.  of  Copies 

100 

200 

250 

500 

750 

1000 

1500 

2000 

1 page 

$ 9 95 

$10  70 

$11  05 

$12  85 

$14  65 

$16  45 

$20  05 

$23  65 

2 pages 

11.35 

12  25 

12  70 

14  95 

17  20 

19  45 

23  95 

•28  45 
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23  80 

26  05 

27  20 

32  70 

38  25 

43  80 

54  90 

66  00 

8 pages 

55  05 

57.65 

59  00 

65  55 
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78  65 

91  75 

104  90 

12  pages 

89  60 

95  05 

97  80 

111  45 

1‘25  10 

138  75 
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193  35 

16  pages 

110  10 

115  35 

118  00 

131  10 

144  20 

157  30 

183  55 

•209  75 

Cover 

18  25 

22  40 

24  50 
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44  95 

55  50 

88  20 

96  90 

Envelope— blank 

3 35 

6 70 

8 40 

16  80 

25  20 

33  60 

50  40 

67  20 

Envelope — printed. 

9 60 

13  40 

15  25 

24  85 

34  30 
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63  00 

82  10 

PRICES  F.O.B.  RICHMOND.  VA. 


Orders  Must  Be  Placed  Before  Type  Is  Distributed 

THE  WILLIAMS  PRINTING  CO. 

5203  Hatcher  Street  P.O.  Box  1419  Richmond,  Virginia  23211 


SAVE  MONEY! 

Take  advantage  of  The  Medical  Society  of  Virginia- 
sponsored  Master  Retirement  Plans 

Mail  coupon  for  information 

MSV  RETIREMENT  PLANS 

2425  Wilson  Boulevard,  Arlington,  Va.  22201 

Please  send  information  regarding: 

( ) Self-employed  Retirement  Plan 

( ) Professional  Corporation  Retirement  Plans 

t ) Tax-deferred  annuity  plan  for  employees  of  private  non-profit  organizations 

Name 

Address  

Phone 
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3ften  effective  when  reassurance  and  counseling  are  insufficient 
Three  dosage  strengths  to  meet  most  therapeutic  needs. 


tefore  prescribing,  please  consult  complete 
duct  information,  a summary  of  which 


idications:  Relief  of  anxiety  and  tension 
jrring  alone  or  accompanying  various 
;ase  states. 

ontraindications:  Patients  with  known 
ersensitivity  to  the  drug, 
farnings:  Caution  patients  about  possible 
ibined  effects  with  alcohol  and  other  CNS 
ressants.  As  with  all  CNS-acting  drugs, 
tion  patients  against  hazardous  occupa- 
s requiring  complete  mental  alertness 
.,  operating  machinery,  driving).  Though 
sical  and  psychological  dependence  have 
ly  been  reported  on  recommended  doses, 
caution  in  administering  to  addiction- 
ie  individuals  or  those  who  might  increase 
age;  withdrawal  symptoms  (including 
vulsions),  following  discontinuation  of  the 
l and  similar  to  those  seen  with  barbitu- 
s,  have  been  reported.  Use  of  any  drug  in 
i|nancy,  lactation,  or  in  women  of  child- 
ring age  requires  that  its  potential  benefits 
veighed  against  its  possible  hazards, 
recautions: 

RAL:  In  the  elderly  and  debilitated  and  in 
dren  over  six,  limit  to  smallest  effective 
age  (initially  10  mg  or  less  per  day)  to 
fclude  ataxia  or  oversedation,  increasing 
Bually  as  needed  and  tolerated.  Not  recom- 
lided  in  children  under  six. 

|njectabiE:  Keep  patients  under  observa- 
i< , preferably  in  bed,  up  to  three  hours  after 
lal  injection;  forbid  ambulatory  patients  to 
Irate  vehicle  following  injection;  do  not 
Minister  to  patients  in  shock  or  comatose 
Is;  use  reduced  dosage  (usually  25  to  50 
a for  the  elderly  or  debilitated  and  for 
■dren  age  twelve  or  older. 

Iral  and  injectable  Though  generally 
Kirecommended,  if  combination  therapy 
other  psychotropics  seems  indicated, 
lefully  consider  individual  pharmacologic 
lets,  particularly  in  use  of  potentiating 
tji pounds  such  as  MAO  inhibitors  and 
Iriothiazines.  Observe  usual  precautions  in 
lienee  of  impaired  renal  or  hepatic  func- 
ic  Paradoxical  reactions  (e.g.,  excitement, 
Bulation  and  acute  rage)  have  been 
Iprted  in  psychiatric  patients  and  hyper- 
S/e  aggressive  children.  Employ  usual 


precautions  in  treatment  of  anxiety  states 
with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  pro- 
tective measures  necessary.  Variable  effects 
on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the  elderly 
and  debilitated.  These  are  reversible  in  most 
instances  by  proper  dosage  adjustment,  but 
are  also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syncope 
has  been  reported.  Also  encountered  are 
isolated  instances  of  skin  eruptions,  edema, 
minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido— all  infrequent 
and  generally  controlled  with  dosage  reduc- 


tion; changes  in  EEG  patterns  (low-voltage 
fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including  agran- 
ulocytosis), jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy. 

With  the  injectable  form,  isolated  instances 
of  hypotension,  tachycardia  and  blurred  vision 
have  been  reported;  also  hypotension  asso- 
ciated with  spinal  anesthesia,  and  pain 
following  I.M.  injection. 

Usual  Daily  Dosage:  Individualize  for  maxi- 
mum beneficial  effects.  Oral:  Adults:  Mild  and 
moderate  anxiety  and  tension,  5 or  10  mg 
t.i.d.  or  q.i.d.-,  severe  states,  20  or  25  mg  t.i.d. 
or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to  q.i.d. 
(See  Precautions.) 

For  Parenteral  Administration:  Should  be 
individualized  according  to  diagnosis  and 
response.  While  300  mg  may  be  given  during 
a 6-hour  period,  do  not  exceed  this  dose  in 
any  24-hour  period.  To  control  acute  condi- 
tions rapidly,  the  usual  initial  adult  dose  is 
50  to  100  mg  I.M.  or  I.V.  Subsequent  treat- 
ment, if  necessary,  may  be  given  orally. 

(See  Precautions.) 

Supplied: 

Oral:  Librium?  (chlordiazepoxide  HCI) 
Capsules— 5 mg,  10  mg,  25  mg— bottles  of  100 
and  500;  Tel-E-Dose®  packages  of  100;  Pre- 
scription Paks  of  50,  available  singly  and  in 
trays  of  10. 

Libritabs®  (chlordiazepoxide)  Tablets— 

5 mg,  10  mg  and  25  mg— bottles  of  100  and 
500. 

Injectable:  Librium®  (chlordiazepoxide 
HCI)  Ampuls— Duplex  package  consisting  of 
a 5-ml  dry-filled  ampul  containing  100  mg 
chlordiazepoxide  HCI  in  dry  crystalline  form, 
and  a 2-ml  ampul  of  Special  Intramuscular 
Diluent  (for  I.M.  administration).  Before  pre- 
paring solution  for  I.M.  or  I.V.  administration, 
please  consult  package  insert  for  instructions 
on  preparation  and  administration  of  solu- 
tions. Boxes  of  10. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  New  Jersey  07110 


Librium 

(chlordiazepoxide  HCI) 

5 mg, 10  mg, 

25  mg  capsules 


Piase  see  following  page. 


Disruptive  anxiety  usually  meets  its  match  here.: 


ROCHE 


Librium 

(chlordiazepoxide  HC1) 

5 mg,  10  mg, 

25  mg  capsules 


Please  see 


preceding  page  for  summary  of  product  information 
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Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  fre 
and/or  severity  of  grand  mal  seizu 
require  increased  dosage  of  standi 
convulsant  medication;  abrupt  witl  M :, 
may  be  associated  with  temporary 
crease  in  frequency  and/or  severil  |f 
seizures.  Advise  against  simultanef 
gestion  of  alcohol  and  other  CNS  d '8 
sants.  Withdrawal  symptoms  (sim  .to 
those  with  barbiturates  and  alcohcp 
occurred  following  abrupt  discont 
(convulsions,  tremor,  abdominal  i 
cle  cramps,  vomiting  and  sweatin; 
addiction-prone  individuals  under 
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BOSTON 


According  to  her  major 
yiptoms,  she  is  a psychoneu- 
dJ:  patient  with  severe 
n ety.  But  according  to  the 
e riptionshe  gives  of  her 
;e,ngs,  part  of  the  problem 
it  sound  like  depression. 

'h;  is  because  her  problem, 
ltaugh  primarily  one  of  ex- 
eaive  anxiety,  is  often  accom- 
a:  ed  by  depressive  symptom- 
tcjogy.  Valium  (diazepam) 
aiprovide  relief  for  both— as 
lexcessive  anxiety  is  re- 
ejid,  the  depressive  symp- 
)i5  associated  with  it  are  also 
fto  relieved. 

There  are  other  advan- 
igs  in  using  Valium  for  the 
it  agement  of  psychoneu- 
)1:  anxiety  with  secondary 
s'essive symptoms:  the 
syhotherapeutic  effect  of 
a urn  is  pronounced  and 
ijd.  This  means  that  im- 
rrement  is  usually  apparent 
1 e patient  within  a few 
a . rather  than  in  a week  or 


two,  although  it  may  takfEB  2 7 i975 

longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 

For  further  information 
on  this  subject,  the  following 
references  are  provided: 

1.  Henry  BW,  et  al:  Dis  Nerv 
Syst  30:675-679,  Oct  1969. 

2.  Hollister  LE,  et  al:  Arch  Gen 
Psychiatry  24:273-278,  Mar  1971. 

3.  Claghorn  J : Psychosomatics 
77:438-441,  Sept-Oct  1970. 
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Vtlium 


2-mg,  5-mg,  10-mg  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


Jteillance  because  of  their  predisposi- 
:o  to  habituation  and  dependence.  In 
'^nancy,  lactation  or  women  of  child- 
ajing  age,  weigh  potential  benefit 
ghst  possible  hazard, 
nlautions:  If  combined  with  other  psy- 
7 ropics  or  anticonvulsants,  consider 
2 fully  pharmacology  of  agents  em- 
c ed;  drugs  such  as  phenothiazines, 
a otics,  barbiturates,  MAO  inhibitors 
i other  antidepressants  may  potentiate 
5:tion.  Usual  precautions  indicated  in 
3fents  severely  depressed,  or  with  latent 
Session,  or  with  suicidal  tendencies. 

I 

i 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  New  Jersey  07110 
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THE  GREATEST  SINGLE  THREAT 
TO  YOUR  FINANCIAL  STABILITY  IS 

DISABILITY! 

NOW  YOU  CAN  INSURE  AGAINST  THAT  THREAT 

IMPORTANT  NEW  IMPROVEMENTS 
HAVE  JUST  BEEN  MADE 

Now  for  a very  modest  premium  you  can  have  an  income  up  to  $2,000  a month  if 
you  are  disabled  and  unable  to  practice.  Plus  under  the  new  “Add-On”  Supplement, 
another  $1,000  a month  after  a 365  day  waiting  period.  With  the  10%  claim  bonus 
now  in  force  the  total  is  $3,300  a month! 

OTHER  FEATURES 

■ Survivor’s  benefits  at  no  increase  in  premium 

■ Conversion  privilege  to  age  65 

■ Coverage  anywhere  in  the  world,  24  hours  a day,  365  days  a year 

■ Special  low-cost  plan  designed  for  the  younger  doctors 

■ Renewable  to  age  75 

■ Few  exclusions — even  private  flying  is  included 

■ Pays  in  addition  to  any  other  insurance  you  may  carry. 

You  can  receive  information  immediately  by  writing  or  phoning  (collect) 
the  administrator.  A minute  of  your  time  now  will  provide  you  and  your  family 
an  income  when  it’s  needed  most. 


Program  administered  by: 

David  A.  Dyer 
S Associates 

Roanoke,  Virginia  24011 
Call  Collect:  (703)  344-5000 


FRED  W.  HALL 

Northern  Representative 

8924  Orange  Hunt  Lane 
Annandale,  Virginia  22003 
Call:  978-8087 


FRED  E.  HAMLIN,  JR. 

Associate 


DAVID  A.  DYER  & ASSOCIATES  has  been  awarded  the  seal  of  the  American 
Institute  of  Professional  Association  Group  Insurance  Administrators.  Mem- 
bership in  this  group  is  by  invitation  only. 


Other  Group  Plans  for  Your  Protection 


1.  “Daily  In-Hospital  (pays  up  to  $200 
a day  directly  to  you)* 

(Lifetime  Renewable) 

5. 

Professional  Overhead  Expense 
(up  to  $3,500  monthly) 

2.  Major  Hospital  Nursing 

3.  $250,000  Excess  Major  Medical 

(Lifetime  Renewable)* 

6. 

“Guarantee  Issue  Life 

Insurance* 

4.  “High  Limit  Accidental  Death  & 

Dismemberment  plus  Permanent 

7. 

Special  Income  Protection* 

Total  Disability  Benefits 
(up  to  $250,000)* 

8. 

Disability  Income  Plans  for 

Employees 

-Guarantee  Issue  -‘Available  to  Employees 


These  plans  are  IDEAL  for  INDIVIDUALS,  PARTNERSHIPS  and  CORPORATIONS 
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GET  BEHIND  THE  PLAN 
DESIGNED  BY  PHYSICIANS 
WORKING  TOGETHER 
TO  MAKE  THE  WORLD'S 

BEST  HEALTH  CARE 

SYSTEM  EVEN  BETTER. 


Blue  Shield  of  Virginia’s 
Participating  Physicians  really 
do  participate,  whether  it’s 
setting  health  care  goals  for 
1980,  or  reviewing  proce- 
dures and  claims,  or  estab- 
lishing flexible  benefits  and 
allowances  that  reflect  the 
economy  and  practice  of  the 
areas  they  serve. 

Because  the  Blue  Shield 
concept  was  designed  by 
physicians,  right  from  the 
beginning.  And  Blue  Shield 
is  still  the  only  third-party 
carrier  that  gives  you  a strong 
and  active  voice.  On  the 
Board  of  Directors.  On  ad- 
visory committees  represent- 
ing each  medical  specialty. 
And  through  local  Provider 
Relations  Representatives, 
whose  list  of  special  aids 
and  services  available  to 
Participating  Physicians  is 
growing  all  the  time. 

That’s  why  seven  out  of 
ten  practicing  physicians  are 


already  working  together 
with  Blue  Shield  ot  Virginia, 
cooperating  to  strengthen 
the  fee-for-service  private 
practice  of  medicine  in  this 
critical  period— and  to  make 
the  best  health  care  system  in 
the  world  even  better. 

Our  list  of  Participating 
Physicians  is  growing  at  a 


record  rate.  And  if  you’re  not 
a Participating  Physician, 
now  is  the  time  to  join  your 
colleagues  in  their  efforts  to 
make  Blue  Shield  the  best 
program  for  you  and  your 
patients.  We  believe  the 
health  care  America  needs 
tomorrow  begins  with  your 
participation  today. 


GET  INVOLVED 
GET  BEHINDTHE  SHIELD! 


Find  out  how  all  Virginia 
doctors  benefit  from  a strong  phy- 
sician-sponsored program.  We  ll  be 
happy  to  talk  with  you  about  today's 
Blue  Shield.  Write  your  local  Provider 
Relations  Representative.  Or  call. 

I VKirURI  I DfV 

2316  Atherholt  Road,  845-1045 


RICHMOND: 

201 5 Staples  Mill  Road,  359-7291 

NORFOLK: 

6222  Virginia  Beach  Blvd.,  497-1051 

MANASSAS: 

9598  Surveyor  Court,  368-6663 

NEWPORT  NEWS: 

334  Mam  Street,  595-3391 


Name 


Address 


City 


State/Zip 


* Reg'Ste<eo  Serv>ce  Mar*  o>  me  National  Association  o I Blue  Sn>eid  Plans 


Blue  Shield 


®' 


of  Virginia 


basic  there 
nonobstructe 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 

Indications:  Acute,  recurrent  or  chronic  nonob- 
structed  urinary  tract  infections  (primarily  pyelonephritis, 
pyelitis  and  cystitis)  due  to  susceptible  organisms.  Note: 
Carefully  coordinate  in  vitro  sulfonamide  sensitivity  tests 
with  bacteriologic  and  clinical  response;  add  aminobenzoic 
acid  to  follow-up  culture  media.  The  increasing  frequency  of  re- 
sistant organisms  limits  the  usefulness  of  antibacterials  includ- 
ing sulfonamides,  especially  in  chronic  or  recurrent  urinary  tract 
infections.  Measure  sulfonamide  blood  levels  as  variations  may 
occur;  20  mg/100  ml  should  be  maximum  total  level. 

Contraindications:  Sulfonamide  hypersensitivity;  pregnancy  at 
term  and  during  nursing  period;  infants  less  than  two  months  of  age. 

Warnings:  Safety  during  pregnancy  has  not  been  established. 
Sulfonamides  should  not  be  used  for  group  A beta-hemolytic  strep- 


tococcal infections  and  will  not  eradicate  or  p 
vent  sequelae  (rheumatic  fever,  glomerulonephri 
of  such  infections.  Deaths  from  hypersensitivity  re 
tions,  agranulocytosis,  aplastic  anemia  and  other  bl< 
dyscrasias  have  been  reported  and  early  clinical  signs  (s 
throat,  fever,  pallor,  purpura  or  jaundice)  may  indicate  seri 
blood  disorders.  Frequent  CBC  and  urinalysis  with  microscc 
examination  are  recommended  during  sulfonamide  therapy.  Ins: 
cient  data  on  children  under  six  with  chronic  renal  disease. 

Precautions:  Use  cautiously  in  patients  with  impaired  rene 
hepatic  function,  severe  allergy,  bronchial  asthma;  in  glucost 
phosphate  dehydrogenase-deficient  individuals  in  whom  dc 
related  hemolysis  may  occur.  Maintain  adequate  fluid  intakt 
prevent  crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias  (agranulocytosis,  ap 
tic  anemia,  thrombocytopenia;  leukopenia,  hemolytic  anemia,  | 


is  Gantanol 

(sulfamethoxazole) 

there 


urinary 
infections? 


Because  it  is  considered 
a good  choice... 

■ for  efficacy  in  nonobstructed  cystitis,  pyelonephritis 
and  pyelitis 

■ for  control  of  susceptible  E.  coli,  Klebsiella- 
Aerobacter,  Staph,  aureus,  Proteus  mirabilis  and, 
less  frequently,  Proteus  vulgaris 

■ for  prompt  antibacterial  blood  and  urine  levels  in 
from  2 to  3 hours  after  initial  2-gram  adult  dose 

■ for  economical  around-the-clock  coverage 

■ for  maximum  patient  cooperation  with  easy-to- 
remember  B.I.D.  dosage 

Basic  Therapy 

Gantanol 

(sulfamethoxazole) 

Tablets/Suspension 
(0.5  Gm)  (0.5  Gm/teasp.) 

. )ura,  hypoprothrombinemia  and  methemoglobinemia);  allergic 
...  eactions  (erythema  multiforme,  skin  eruptions,  epidermal  necroly- 
’ sis,  urticaria,  serum  sickness,  pruritus,  exfoliative  dermatitis,  ana- 
ihylactoid  reactions,  periorbital  edema,  conjunctival  and  scleral 
njection,  photosensitization,  arthralgia  and  allergic  myocarditis); 

...  gastrointestinal  reactions  (nausea,  emesis,  abdominal  pains,  hepa- 
’ itis,  diarrhea,  anorexia,  pancreatitis  and  stomatitis);  CNS  reactions 
",  headache,  peripheral  neuritis,  mental  depression,  convulsions, 

Jtaxia,  hallucinations,  tinnitus,  vertigo  and  insomnia);  miscellaneous 
...  eactions  (drug  fever,  chills,  toxic  nephrosis  with  oliguria  and 
..  anuria,  periarteritis  nodosa  and  L.E.  phenomenon).  Due  to  certain 
1"  :hemical  similarities  with  some  goitrogens,  diuretics  (acetazola- 
...  nide,  thiazides)  and  oral  hypoglycemic  agents,  sulfonamides  have 
saused  rare  instances  of  goiter  production,  diuresis  and  hypogly- 
. .,  :emia  as  well  as  thyroid  malignancies  in  rats  following  long-term 
) ' administration.  Cross-sensitivity  with  these  agents  may  exist. 


Dosage:  Systemic  sulfonamides  are  contraindicated  in  in- 
fants under  2 months  of  age  (except  adjunctively  with  pyrimetha- 
mine in  congenital  toxoplasmosis). 

Usual  adult  dosage:  2 Gm  (4  tabs  or  teasp.)  initially,  then  1 Gm 
b i d.  or  t.i.d.  depending  on  severity  of  infection. 

Usual  child's  dosage:  0.5  Gm  (1  tab  or  teasp. )/20  lbs  of  body 
weight  initially,  then  0.25  Gm/20  lbs  b.i.d.  Maximum  dose  should 
not  exceed  75  mg/kg/24  hrs. 

Supplied:  Tablets,  0.5  Gm  sulfamethoxazole;  Suspension, 
0.5  Gm  sulfamethoxazole/teaspoonful. 


__  _ X Roche  Laboratories 
ROCHE  ? Division  of  Hoffmann-La  Roche  Inc. 
Iiuw  x Nutley.  N J.  07110 


For  the  Discriminating 
Eye  Physician 

Depend  on  the  Services  of  a 
Guild  Optician 


IN  LYNCHBURG,  VA. 

A.  G.  JEFFERSON 

INC. 

Main  Office  Branch  Office 

Allied  Arts  Buildings  2010  Tate  Springs  Road 

REGISTERED  OPTICIANS 

WE  DO  NOT  PRESCRIBE  GLASSES — 

WE  MAKE  THEM 


Doctor 

are  you  dissatisfied  with  the  qual- 
ity of  your  daughter's  high  school 
education  in  your  community?  If 
so,  we  suggest 

STUART  HALL 

A secondary  boarding  school 
for  girls  (grades  9-1 2)  in 
the  beautiful  Shenandoah 
Valley  of  Virginia 
Quality  education 
High  academic  achievement 
Complete  college  preparatory  pro- 
gram . . . fine  arts,  physical  educa- 
tion & riding 
Direct  inquiries  to 

Director  of  Admissions 
Stuart  Hall,  P.O.  Box  210 
Staunton,  Virginia  24401 


Rondomycin 

(methacycline  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  ot  the  tetracyclines 
WARNINGS:  Tetracycline  usage  during  tooth  development  (last  half  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses 
Enamel  hypoplasia  has  also  been  reported  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  be  effective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development ) 
Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping fetus  (often  related  to  retardation  of  skeletal  development)  Embryotoxicity  has 
also  been  noted  in  animals  treated  early  in  pregnancy. 

Usage  in  newborns,  inlants.  and  children.  (See  above  WARNINGS  about  use  during 
tooth  development.) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-forming  tissue  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued 
Tetracyclines  are  present  in  milk  of  lactatmg  women  taking  tetracyclines 
To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and.  if  therapy  is  prolonged,  consider  serum  level  de- 
terminations ot  drug.  The  anti-anabolic  action  of  tetracyclines  may  increase  BUN  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
vised. and  treatment  should  be  discontinued  at  first  evidence  ot  skin  erythema. 
PRECAUTIONS:  It  superinfection  occurs  due  to  overgrowth  ot  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy 
In  venereal  disease,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  lour  months 
Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity;  patients  on  an- 
ticoagulant therapy  may  require  downward  adjustment  of  their  anticoagulant  dosage 
In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A beta-hemolytic  streptococcal  infections  for-at  least  10  days 
Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin, 

ADVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms)  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis,  inflammatory  lesions  (with  mond- 
ial overgrowth)  in  the  anogenital  region. 

Skin:  maculopapular  and  erythematous  rashes;  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity is  discussed  above  (See  WARNINGS) 

Renal  toxicity:  rise  in  BUN.  apparently  dose  related  (See  WARNINGS) 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued 
Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia 
Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown- black  mi- 
croscopic discoloration  of  thyroid  glands,  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur 

USUAL  DOSAGE:  Adults- 600  mg  daily,  divided  into  two  or  four  equally  spaced  doses 
More  severe  mlections  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours  Gonorrhea  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated. Rondomycin1  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule:  900  mg  initially,  followed  by  300  mg 
q i d fora  total  of  5.4  grams. 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  ot  18  to  24  grams  of 
Rondomycin'  (methacycline  HCI)  in  equally  divided  doses  over  a period  of  10-15  days 
should  be  given  Close  follow-up.  including  laboratory  tests,  is  recommended. 

Eaton  Agent  pneumonia  900  mg  daily  for  six  days 
Children  - 3 to  6 mg/lb/day  divided  into  two  to  four  equally  spaced  doses 
Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair  ab- 
sorption and  are  contraindicated  Food  and  some  dairy  products  also  interfere  Give  drug 
one  hour  before  or  two  hours  after  meals  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding 
In  patients  with  renal  impairment  (see  WARNINGS),  total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  at  least  10  days 
SUPPLIED:  Rondomycin  (methacycline  HCI)  150  mg  and.300  mg  capsules;  syrup  con- 
taining 75  mg/5  cc  methacycline  HCI. 


Before  prescribing,  consult  package  circular  or  latest  PDR  information. 


WALLACE  LABORATORIES 
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When  the  focus  is  on  bronchitis  due  to 
susceptible  strains  of  H.  influenzae  and  pneumococci* 


Rondomycin  300 

[methacycline  HCI]  Capsules 


Delivers  from  the  very  first  dose: 

Indies  show  that  after  the  first  dose  serum  levels  rapidly  rise  above 
minimum  in  vitro  inhibitory  concentrations 


♦Since  many  strains  are  known  to  be  resistant,  routine  sensitivity  testing  is  recommended. 


The  Role 
of  the 

Detail  Man 


“I  may  be  prejudiced,  but  I c 
very  much  in  favor  of  the  detail  m 
I meet.  Most  of  them  are  knowled 
able  about  the  drugs  they  promot 
and  can  be  a great  help  in  acquait 
ing  me  with  new  medication.” 


Family  Physician’s  Perception 

I think  that  most  general 
practitioners  in  this  area  feel  as  I 
do  about  the  detail  man.  Over  the 
years  I have  gotten  to  know  most  ( 
the  men  who  visit  me  regularly  ar 
they  in  turn  have  become  aware  c 
my  particular  interests  and  the  nc 
ture  of  my  practice.  They,  there- 
fore, limit  their  discussion  as  mu< 
as  possible  to  the  areas  of  interes 
to  me.  Since  I usually  see  the  sam 
representative  again  in  future 
visits,  it  is  in  his  best  interest  to 
supply  me  with  the  most  honest, 
factual,  as  well  as  up-to-date 
information  about  his  products,  j 


“In  the  total  picture  of  dealii  i 
with  health  problems  in  this  coun 
there  is  a potential  for  detail  men 
to  play  a meaningful  role.” 


Dialogue 


The  Positive  Influence 

My  contact  with  representa- 
tives and  salesmen  of  the  pharma: 
ceutical  industry  is  the  type  of  cot 
tact  that  people  in  a medical  cent 
research  people,  and  academic 
people  have  and  that’s  in  all  likelil  ■ 
on  a somewhat  different  level  fror 
that  of  the  practicing  physician. 

Let  me  touch  on  how  I persoc 
ally  perceive  the  role  of  the  sales 
representative.  These  men  reach  j 
large  numbers  of  health  profes- 
sionals. Thus  they  could  be— and 
attimes  actually  are  — dissemina- 1 
tors  of  useful  information.  They 
could  consistently  serve  a real  edi 
cational  function  in  theirability  tc 
discuss  their  products. 

At  present  they  do  distribute 
printed  material,  brochures  and 
pamphlets  — some  of  it  scientific- 
ally sound  and  therefore  truly  use 
ful— as  well  as  some  excellent  filr 
produced  by  the  pharmaceutical 
industry.  When  they  function  in  tH 


He  a Source  of  Information? 

Yes,  with  certain  reservations, 
lie  average  sales  representative 
is  a great  fund  of  information 
liout  the  drug  products  he  is  re- 
sponsible for.  He  is  usually  able  to 
jswer  most  questions  fully  and 
Telligently.  He  can  also  supply 
; prints  of  articles  that  contain  a 
aat  deal  of  information.  Here, 

),  I exercise  some  caution.  I usu- 
y accept  most  of  the  statements 
is  I d opinions  that  I find  in  the 
;re  pers  and  studies  which  come 
;sta*m  the  larger  teaching  facilities, 
mangoes  without  saying  that  a physi- 
reciin  should  also  rely  on  other 
enLrces  for  his  information  on 
■e.  armacology. 

lining  of  Sales  Representatives 

resj  Ideally,  a candidate  for  the 
ao’teition  as  a sales  representative 
3 pharmaceutical  company 
io  :)uld  be  a graduate  pharmacist 
lio  has  a questioning  mind.  I don’t 
nk  this  is  possible  in  every  case, 

Is.  if  so  it  becomes  the  responsibility 


eaipacity  they  are  indeed  useful; 
currticularly  in  the  fact  that  they 
seminate  broadly  based  educa- 
hal  material  and  serve  not  just 
‘pushers”  of  their  drugs. 


h Other  Side  of  the  Coin 

Obviously,  the  pharmaceuti- 
companiesare  not  producing  all 
material  as  a labor  of  love  — 
are  in  the  business  of  selling 
ducts  for  profit.  In  this  regard 
ambitious  and  improperly  moti- 
d sales  representative  can 
=ri|rt  a negative  influence  on  the 
i:ei  cticing  physician,  both  by  pre- 
ting  a one-sided  picture  of  his 
duct,  and  by  encouraging  the 
■w  ctitioner  to  depend  too  heavily 
ifrugs  for  his  total  therapy.  In 
:>  Ise  ways,  the  salesman  has  often 
: -l:orted  objective  reality  and 
ityli iermined  his  potential  role  as  an 
ricator. 


Industry  Responsibility 

Since  the  detail  man  must  be 
nformation  resource  as  well  as 
;presentative  of  his  particular 
irmaceutical  company,  he 
uld  be  carefully  selected  and 


of  the  pharmaceutical  company  to 
train  these  individuals  comprehen- 
sively. It  is  of  very  great  importance 
that  the  detail  man’s  knowledge  of 
the  product  he  represents  be  con- 
stantly reviewed  as  well  as  up- 
dated. This  phase  of  the  sales  rep- 
resentative’s education  should  be  a 
major  responsibility  of  the  medical 
department  of  the  pharmaceutical 
company. 

I am  certain  that  most  of  these 
companies  take  special  care  to  give 
their  detail  men  a great  deal  of  in- 
formation about  the  products  they 
produce  — information  about  indi- 
cations, contraindications,  side 
effects  and  precautions.  Yet,  al- 
though most  of  the  detail  men  are 
well  informed,  some,  unfortunately, 
are  not.  It  might  be  helpful  if  sales 
representatives  were  reassessed 
every  few  years  to  determine 
whether  or  not  they  are  able  to  ful- 
fill their  important  function.  Inci- 
dentally, I feel  the  same  way  about 
periodic  assessments  of  everyone 


thoroughly  trained.  That  training, 
perforce,  must  be  an  ongoing  one. 
There  must  be  a continuing  battle 
within  and  with  the  pharmaceutical 
industry  for  high  quality  not  only  in 
the  selection  and  training  of  its 
sales  representatives,  but  also  in 
the  development  of  all  of  its  promo- 
tional and  educational  material. 

The  industry  must  be  ready  to 
accept  constructive  as  well  as  cor- 
rective criticism  from  experts  in 
the  field  and  consumer  spokesmen, 
and  be  willing  to  accept  independ- 
ent peer  review.  The  better  edu- 
cated and  prepared  the  salesman 
is,  the  more  medically  accurate  his 
materials,  the  better  off  the  phar- 
maceutical industry,  health  pro- 
fessionals and  the  public— i.e.,  the 
patients— will  be. 

Physician  Responsibility 

The  practicing  physician  is  in 
constant  need  of  up-dated  informa- 
tion on  therapeutics,  including 
drugs.  He  should  and  does  make 
use  of  drug  information  and  an- 
swers to  specific  questions  sup- 
plied by  the  pharmaceutical  repre- 
sentative. However,  that  informa- 


in the  health  care  field,  whether 
they  be  general  practitioners,  sur- 
geons or  salesmen. 

Value  of  Sampling 

I personally  am  in  favor  of 
limited  sampling.  I do  not  use 
sampling  in  order  to  perform  clini- 
cal testing  of  a drug.  I feel  that  drug 
testing  should  rightly  be  left  to  the 
pharmacology  researcher  and  to 
the  large  teaching  institutions 
where  such  testing  can  be  done  in 
a controlled  environment. 

I do  not  use  samples  as  a 
“starter  dose”  for  my  patients.  I do, 
however,  find  samples  of  drugs  to 
be  of  value  in  that  they  permit  me  to 
see  what  the  particular  medication 
looks  like.  I get  to  see  the  various 
forms  of  the  particular  medication 
atfirst  hand,  and  if  it  is  in  a liquid 
form  I take  the  time  to  taste  it.  In 
that  way  I am  able  to  give  my  pa- 
tients more  complete  information 
about  the  particular  medications 
that  I prescribe  for  them. 


tion  must  not  be  his  main  source  of 
continuing  education.  The  practi- 
tioner must  keep  up  with  what  is 
current  by  making  use  of  scientific 
journals,  refresher  courses,  and 
information  received  at  scientific 
meetings. 

The  practicing  physician  not 
only  has  the  right,  but  has  the  re- 
sponsibility to  demand  that  the 
pharmaceutical  company  and  its 
representatives  supply  a high  level 
of  valid  and  useful  information.  I 
feel  certain  that  if  such  a high  level 
is  demanded  by  the  physician  as 
well  as  the  public,  this  demand  will 
be  met  by  an  alert  and  concerned 
pharmaceutical  industry. 

From  my  experience,  my 
impression  is  that  sectors  of  the 
pharmaceutical  industry  are  indeed 
ethical.  I challenge  the  industry  as 
a whole  to  live  up  to  that  word  in  its 
finest  sense. 


Pharmaceutical 
Manufacturers  Association 
11 55  Fifteenth  Street,  N.W. 
Washington,  D.  C.  20005 


Antivert /25  Tablets 

( 25  mg.  meclizine  HC1) 


has  produced  cleft  palate  in  the  offspring.  Limited  studies  using  doses  of  over  10  \ i I 
mg./kg./day  in  rabbits  and  10  mg/kg./day  in  pigs  and  monkeys  did  not  show  cle  j ! 
palate.  Congeners  of  meclizine  have  caused  cleft  palate  in  species  other  than  the  ra  i . 

Meclizine  HC1  is  contraindicated  in  individuals  who  have  shown  a prevail 
hypersensitivity  to  it, 

WARNINGS  Since  drowsiness  may,  on  occasion,  occur  with  use  of  this  druj ; [ 
patients  should  be  warned  of  this  possibility  and  cautioned  against  driving  a car  c j,  j 
operating  dangerous  machinery. 

Usage  in  Children  Clinical  studies  establishing  safety  and  effectiveness  in  childre  ! 
have  not  been  done;  therefore,  usage  is  not  recommended  in  the  pediatric  age  grow-1  f 
Usage  in  Pregnancy  See  “Contraindications. 

ADVERSE  REACTIONS  Drowsiness,  dry  RUUnKj  j '! 

mouth  and,  on  rare  occasions,  blurred  vision  A divisi0n  of  p,lzer  Pharmaceu,.cal 
have  been  reported.  New  York,  New  York  10017 


"INDICATIONS.  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-Narional  Research  Council  and/or  other  information,  FDA  has  classi- 
fied the  indications  as  follows: 

Effective  Management  of  nausea  and  vomiting  and  dizziness  associated  with 
motion  sickness. 

Possibly  Effective:  Management  of  vertigo  associated  with  diseases  affecting 
the  vestibular  system. 

Final  classification  of  the  less  than  effective  indications  requires  further 
investigation. 

CONTRAINDICATIONS  Admimstranon  of  Annvert  during  pregnancy  or  to 
women  who  may  become  pregnant  is  contraindicated  in  view  of  the  teratogenic 
effect  of  the  drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  dunng  the  1 2- 1 5 day  of  gestation 


urpr  Muscles 

ICiVmk  and  joints 


Wherever  it  hurts,  Empirin 
Compound  with  Codeine  usually 
provides  the  symptomatic 
relief  needed. 


In  flu  and  associated  respiratory 
infection,  Empirin  Compound 
with  Codeine  provides  an 
antitussive  bonus  in  addition  to 
relief  of  pain  and  bodily 
discomfort. 


prescribing  convenience: 

up  to  5 refills  in  6 months, 

I at  your  discretion  (unless 
restricted  by  state  law);  by 
telephone  order  in  many  states. 


Empirin  Compound  with 
Codeine  No.  3,  codeine 
phosphate*  32.4  mg.  (gr.  V2); 
No.  4,  codeine  phosphate* 

(64. 8 mg.  (gr.  1)  *Warning-may 
be  habit-forming.  Each  tablet 
also  contains:  aspirin  gr.  3V2, 
phenacetin  gr.  2V2,  caffeine 
gr.  V2. 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


EMPIRIN 

COMPOUND 

c CODEINE 

#3,  codeine  phosphate*  (32.4  mg.)  gr.  V2 
#4,  codeine  phosphate*  (64.8  mg.)  gr.  1 


WHEN  FLU  HITS  AND 

HURTS 


SAVE  MONEY! 

Take  advantage  of  The  Medical  Society  of  Virginia- 
sponsored  Master  Retirement  Plans 

Mail  coupon  for  information 

rC’i v-i Viv-KM v 4^ 4 n/ i n/i i vivivi\"( v v » v-iv  iTTi^T\?T\T I j;vT\7l'Cl  rC iCC 

MSV  RETIREMENT  PLANS 

2425  Wilson  Boulevard,  Arlington,  Va.  22201 

Please  send  information  regarding: 

( ) Self-employed  Retirement  Plan 

( ) Professional  Corporation  Retirement  Plans 

( ) Tax-deferred  annuity  plan  for  employees  of  private  non-profit  organizations 

Name 

Address  

Phone 


The  Williams  Printing  Company 

Richmond,  Virginia  232  1 1 
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rhe  rectal  thermometer  & 
'JEOPAP 

5UPPRETTES 

acetaminophen  suppositories) 


NCOP. 


a rational 
. w regimen  for 
childhood  fever. 


JEW  5gr  STRENGTH 

antipyretic  for  children 

• No  salicylate  side  effects 

• Store  without  refrigeration 

• Convenient  rectal  administration 

• Available  only  by  prescription 

• Grooved  for  one-half  suppository  administration 


iscription:  NEOPAP  SUPPRETTES  are  available  for 
ctal  administration  in  potencies  of  2 gr  or  5 gr  of 
etammophen  in  NEOCERA®  Base  (a  unique  blend 
water-soluble  Carbowaxes*). 

dications:  For  management  of  fever  associated  with 
immon  childhood  infections. 

»ntraindications:  Sensitivity  to  acetaminophen  or  the 
ppository  base. 

arnings:  Not  for  use  in  children  under  three  years  of 
ie.  Should  not  be  administered  repeatedly  to  patients 
th  pulmonary,  cardiac,  renal,  or  hepatic  disease, 
ecautions:  Prolonged  administration  may  result  in 
ich  withdrawal  symptoms  as  restlessness  and  excite- 
ent  when  the  drug  is  discontinued 
Jverse  Reactions:  No  significant  adverse  reactions 
ive  been  reported  with  NEOPAP  (acetaminophen) 
UPPRETTES.  However,  adverse  reactions  associated 
ith  administration  (usually  chronic)  of  this  drug  have 
eluded  the  following: 


Blood:  Cyanosis,  methemoglobinemia,  sulfhemo- 
globinemia,  and  hemolytic  anemia:  neutro- 
penia, leukopenia,  and  pancytopenia. 

Allergic:  Skin  eruptions,  urticaria,  fever. 

Other:  Hypoglycemia,  CNS  stimulation,  jaundice. 
Dosage  and  Administration:  Children  3 to  6 years  of 
age:  One  2 gr  suppository  rectally  3 or  4 times  daily; 
not  to  exceed  8 grains  per  day. 

Children  6 to  12  years  of  age:  One  5 gr  suppository 
rectally  3 or  4 times  daily;  not  to  exceed  20  grains 
per  day. 

‘Trademark  Union  Carbide. 


WEBCON 


Webcon  Pharmaceutical  Division 

ALCON  LABORATORIES,  INC. 

PO  Box  1629 
Fort  Worth.  Texas  76101 


A resource  for  therapies,  including  a 
school  for  emotionally  disturbed  children 

The  Human  Resource  Institute  of  Norfolk  offers  individualized  treat- 
ment programs  within  a therapeutic  community  to  all  ages  and  diag- 
nostic categories  of  mentally  and  emotionally  disturbed  adults,  adoles- 
cents, and  children.  By  utilizing  various  individual  and  group  therapies 
the  patient  becomes  aware  of  his  own  feelings  and  his  relationship  to 
others.  The  diversified  therapies  increase  the  individual’s  self-esteem 
and  encourage  him  to  function  in  an  effective  manner. 

An  intensive  program  of  community  activities  offered  through  the 
Creative  Services  Department  promotes  interpersonal  relationships 
among  patients  and  staff,  and  stimulates  the  patient’s  creative  poten- 
tial. Activities  such  as  dance  therapy,  recreational  therapy,  occupa- 
tional therapy,  psychodrama,  music  therapy,  and  personal  appearance 
therapy  are  individualized  according  to  the  patient’s  needs. I 

An  integral  part  of  treatment  for  the  emotionally  disturbed  adolescent 
or  child  is  the  continuance  of  his  education  in  a therapeutically  con- 
trolled environment.  HUMAN  RESOURCE  ACADEMY,  a fully  licensed 
and  certified  school,  promotes  learning  with  teachers  specially  trained 
in  teaching  the  emotionally  disturbed  and  learning  disabled  students. 

Pharmaceutical  therapy  and  close  association  with  consultant  physicians 
of  all  specialities  are  important  aspects  of  patient  care  at  Human 
Resource  Institute. 

To  find  out  more  about  our  comprehensive  program  contact  the  Co- 
Medical  Directors,  Dietrich  W.  Heyder,  M.D.,  F.A.P.A.,  or  Fathy'  A. 
Abdou,  M.D.,  F.A.P.A.,  Human  Resource  Institute  of  Norfolk,  Human 
Resources  Building,  100  Kingsley  Lane,  Norfolk,  Virginia  23505.  Phone 
(804)  489-1072. 


You  can  makealotof  it 
and  still  end  up  broke. 


How  you  handle  your  money  is  no  laughing  matter. 
That’s  why  you  want  your  investments  to  be  tailored  to  meet 
your  own  individual  needs.  With  the  direct,  personal  involve- 
ment needed  to  help  you  reach  your  particular  investment 
goals.  And  that’s  where  we  come  in. 

At  Montag,  Caldwell  and  Long,  we  believe  professional 
money  management  should  be  a person-to-person  thing. 

We  know  that  your  investment  objectives  are  yours  and 
yours  alone.  And  that’s  the  way  we  handle  them.  Each  port- 
folio is  individually  managed.  There  are  no  "pooled”  funds. 
We  work  directly  with  you  to  establish  the  long  range  program 
that  will  best  meet  your  objectives.  We  will  manage  investment 
plans  for  you,  your  family,  your  estate,  or  your  trust.  And  for 
your  business,  we  manage  employee  benefit  plans  that  include 
pension  funds,  profit  sharing  funds  and  professional  retire- 
ment plans. 

We  specialize  in  the  continuing  supervision  of  port- 
folios consisting  of  publicly  traded  stocks  and  bonds.  Plus 
where  and  when  appropriate,  cash  and  other  liquid  instru- 
ments. With  our  partner  firm,  Montag  and  Caldwell  Inc.  of 
Atlanta,  we  are  able  to  offer  you  complete  investment  coun- 
seling services.  Backed  by  in-depth  investment  research,  sta- 
tistical studies,  stock  analysis  and  much  more.  But  most 
important  of  all,  we  are  able  to  give  you  the  individualized 
professional  attention  you  deserve. 

If  you’re  concerned  about  where  your  money’s  going , 
before  it’s  all  gone-  contact  us  today. 

Effective  money  management  is  a very  personal  thing; 
when  you  call  804/643-2705,  you’re  calling  a person-to-person. 


Montag, Caldwell  Long 


627  East  Main  Street  (Room  914)  Richmond,  Virginia  23219 


Investment  Counselors 


cefazolin  sodium 


Ampoules,  equivalent  to  1 Cm.  of  cefazolin 


Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
400380 
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Guest  Editorial . . . . 


Newer  Concepts  of  Prophylaxis  in  Viral  Hepatitis 

SINCE  THE  MORBIDITY  and  mortality  of  viral  hepatitis  is  significant 
and  no  effective  therapy  is  presently  available,  efforts  directed  at  pre- 
vention are  of  great  importance.  Basically,  they  have  included  the  introduc- 
tion of  hygienic  technics  directed  at  interrupting  the  routes  by  which  the 
hepatitis  virus  is  transmitted.  These  technics  include: 

1.  Special  handling  of  stools  and  bed  clothes  with  disposable  gloves  and 
gowns;  2.  Frequent  handwashings  by  the  patient  and  those  individuals 
in  direct  patient  contact;  3.  Isolation  of  the  patient  may  be  of  some 
benefit;  4.  The  use  of  colored  containers  and  special  labels  to  clearly 
identify  biological  specimens  (blood,  urine,  stools  etc.)  from  a patient 
with  hepatitis.  Since  both  virus  A and  B are  known  to  be  transmitted 
through  the  fecal-oral  and  parenteral  route  the  above  measures  should 
be  applied  to  any  patient  with  viral  hepatitis.  Although  simple  in 
scope,  the  combination  of  these  measures  has  been  helpful  in  preventing 
spread  of  the  virus.1 

Gamma  globulin  administered  during  the  incubation  period  has  been  ef- 
fective in  reducing  the  incidence  of  icteric  hepatitis  type  A and  should  be 
given  prophylactically  to  those  individuals  in  close  contact  with  an  infected 
patient,  or  when  there  has  been  exposure  to  a common  source  suspected  of 
transmitting  hepatitis  A (i.e.,  shellfish,  well  water,  etc.).  Gamma  globulin  is 
not  indicated  for  those  subjects  who  had  only  casual  exposure  to  hepatitis  A 
such  as  in  a factory  or  school  contacts.2  Presently  conventional  gamma 
globulin  is  not  considered  to  be  of  significant  value  in  preventing  the  occur- 
rence of  hepatitis  after  parenteral  exposure  to  hepatitis  B virus  (i.e.  transfusion 
or  needlestick).3  However,  it  may  be  of  value  after  non-parenteral  hepatitis 
B exposure  (household  contacts  of  a patient  with  hepatitis  B).4 

The  recent  discovery  of  hepatitis  B antigen  (HBAg)  and  antibody 
(HBAb)  and  recognition  of  their  association  with  hepatitis  B have  greatly 


improved  our  understanding  of  this  disease.  These  discoveries  have  led  to 
the  development  of  ways  to  induce  active  and  passive  immunization  against 
hepatitis  B virus  infections.  Krugman  et  alB  were  able  to  eliminate  infectivity 
of  the  hepatitis  B virus  while  retaining  its  antigenicity  by  heating  infective 
hepatitis  B serum  (MS-2  strain)  at  98 °C  for  one  minute.  When  the  same 
procedure  was  applied  to  hepatitis  A virus  (MS-1  strain)  both  the  infectivity 
and  antigenicity  were  eliminated.  This  “hepatitis  B vaccine”  made  it  possible 
to  prevent  clinical  hepatitis  in  four  children  receiving  two  inoculations  over 
a four  month  interval  and  later  inoculated  with  live  hepatitis  B virus.  Fur- 
thermore, a single  inoculation  prevented  five  of  ten  children  from  developing 
hepatitis.6  Thus,  active  immunization  prior  to  elective  surgery  in  which 
blood  transfusions  are  anticipated  could  theoretically  offer  protection  against 
the  development  of  post-transfusion  hepatitis  type  B.  However,  the  studies 
have  yet  to  be  confirmed  by  other  investigators.  A vaccine  against  hepatitis 
B virus  infections  is  not  presently  available.  Present  evidence  indicates  that 
high  titers  of  HBAb  gamma  globulin  (hepatitis  B immune  gamma  globulin 
or  HBIG)  is  of  value  in  preventing  hepatitis  B after  experimental  viral  inoc- 
ulation,7’8 after  transfusion  of  HBAg  positive  blood,9  as  well  as  from  ex- 
posure by  non-parenteral  routes.10  Passive  immunization  with  HBIG  could 
be  of  preventive  value  following  either  blood  transfused  or  needlestick  inoc- 
ulation of  the  hepatitis  B virus.  The  HBIG  can  be  obtained  from  plasma  of 
prisoners  or  drug  addicts  which  are  known  to  have  high  prevalence  and  titers 
of  HBAb.  To  date  however,  HBIG  has  not  been  commercially  available  and 
is  used  only  for  investigative  purposes.  Multicentered,  cooperative  studies* 
are  now  in  progress  to  assess  the  effectiveness  of  HBIG  in  preventing  hepati- 
tis B following  blood  transfusions  and  accidental  needlestick  exposure.  Ad- 
ditionally these  studies  will  determine  the  safety  and  define  indications  for 
the  prophylactic  use  of  HBIG.  The  availability  of  this  information  should 
expand  our  knowledge  regarding  the  natural  history  of  this  disease,  particu- 
larly as  related  to  the  development  of  chronic  hepatitis  and  its  eventual  pro- 
gression to  cirrhosis.  Certainly  the  significant  morbidity  and  mortality  of 
type  B hepatitis  emphasizes  the  urgent  need  for  developing  effective  measures 
to  prevent  this  disease. 

David  L.  Mackenzie,  M.D. 

Daniel  H.  Gregory,  M.D. 

Z.  R.  Vlahcevic,  M.D. 


•McGuire  Veterans  Administration  Hospital,  Richmond,  Virginia,  is  one  of  the 
hospitals  participating  in  this  cooperative,  double  blind  trial. 
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The  Surgical  Treatment  of  Thoracoabdominal  Aneurysms 
and  Aneurysms  of  the  Upper  Abdominal  Aorta 


Aneurysms  of  the  thoracoab- 
dominal and  upper  abdominal 
aorta  may  now  be  treated  sur- 
gically with  an  acceptable  mortal- 
ity. Hypothermia  and  autotrans- 
fusion are  used.  New  surgical 
techniques  are  discussed. 

HE  COMPLEXITY  of  most  thoracoab- 
dominal and  suprarenal  aortic  aneurysms 
and  the  high  mortality  rate  resulting  from 
surgical  resection  has  led  many  competent  vas- 
cular surgeons  to  withhold  surgery  except  in 
case  of  impending  or  actual  rupture.  Elective 
surgery  is  usually  advised  only  for  young  pa- 
tients in  optimum  physical  condition.  Former- 
ly, arteriosclerosis  accounted  for  62%  of  cases, 
syphilis  for  26%  and  dissecting  aneurysm  for 
12%.6  Undoubtedly  the  percentage  of  syph- 
ilitic aneurysms  has  continued  to  decline  in 
recent  years. 

Problems  related  to  preservation  of  visceral 
and  spinal  cord  integrity,  multiple,  time-con- 
suming vascular  anastomoses  and  the  advanced 
stage  of  pathology  have  contributed  prom- 
inently to  a high  surgical  mortality  in  the 
hands  of  most  surgeons.  Our  previous,  limited 
experience  yielded  equally  discouraging  re- 
sults. Techniques  described  by  Etheridge10 

From  the  Division  of  Thoracic  and  Cardiac 
Surgery,  Department  of  Surgery,  Medical  Col- 
lege of  Virginia,  Health  Sciences  Center,  Vir- 
ginia Commonwealth  University. 

Presented  at  the  21st  Annual  Meeting  of  the 
Virginia  Surgical  Society,  The  Homestead,  Hot 
Springs,  April  27,  1974. 


LEWIS  H.  BOSHER,  JR.,  M.D. 

JAMES  W.  BROOKS,  M.D. 

Richmond,  Virginia 

and  by  DeBakey’s  group5  in  1955  and  1956, 
later  amplified,  in  subsequent  publications611 
have  been  followed  closely  by  most  surgeons. 
A minimum  of  10  anastomotic  unions  is  gen- 
erally required.  Figure  1 illustrates  the  steps 
employed  in  the  standard  operation.  Varia- 
tions of  the  procedure  will  be  found  necessary 
according  to  the  distal  and  proximal  extent  of 
the  pathology.  In  DeBakey’s  report  of  1965 
of  42  patients  an  operative  mortality  of  26% 
was  experienced,  with  cardiovascular  disease 
contributing  prominently  to  the  lethal  compli- 
cations. 


Fig.  1.  Reference  (Surg.  Clin.  North  Am.) 

(B)  A prosthesis  of  woven  Dacron  is  sutured  end- 
to-side  to  distal  aorta  or  iliac  arteries.  (C)  (D)  Proxi- 
mal anastomosis  is  made  end-to-side  or  end-to-end  to 
thoracic  aorta,  diverting  blood  flow.  (E)(F)  Sequential 
attachment  of  visceral  arteries  through  small  tube 
prostheses  to  major  bypass.  (G)  Aneurysm  partially 
resected. 
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In  two  recent  publications  Crawford12,3  has 
contributed  a quantum  leap  in  the  surgical 
management  of  this  disease  by  synthesizing 
several  surgical  techniques  which  had  already 
been  suggested  or  previously  used.  He  has 
succeeded  in  avoiding  much  of  the  laborious 
and  time-consuming  sequential  and  individual 
restoration  of  blood  supply  to  the  visceral 
organs.  His  technique  consists  essentially  of 
the  following  steps:  (1)  isolation  of  aorta 
proximal  and  distal  to  the  aneurysm;  (2)  prox- 
imal and  distal  aortic  occlusion  followed  by 
longitudinal  incision  of  the  aneurysm;  (3) 
proximal  intraluminal  anastomosis  of  the  vas- 
cular prosthesis;  (4)  lateral  implantation  into 
the  prosthesis  of  ostia  of  celiac,  superior  mes- 
enteric and  right  renal  arteries,  and  of  the 
ostium  of  the  left  renal  artery;  (5)  intra-lum- 
inal distal  anastomosis  of  the  vascular  pros- 
thesis; (6)  implantation  of  disc  of  aortic  wall 
containing  large,  lower  intercostal  or  lumbar 
arteries,  if  these  are  encountered  and  thought 
to  be  important  as  blood  supply  to  the  anterior 
spinal  artery. 

By  this  method  blood  supply  can  be  rapidly 
restored  to  most  of  the  splanchnic  area,  op- 
erating time  is  reduced  and  large  bleeding  sur- 
faces are  minimized.  Crawford  reported  26 
survivors  following  surgical  resection  in  a 
series  of  28  thoracoabdominal  aneurysms  or 
aneurysms  involving  the  upper  abdominal 
aorta  . . . indeed,  a remarkable  accomplish- 
ment. 

Using  Crawford’s  basic  recommendations 
the  authors  have  successfully  managed  two  re- 
cent cases.  We  have  added  three  measures: 
(a)  total  body  hypothermia  to  a level  of  BO- 
320  C.  achieved  by  surface  cooling,  (b)  en- 
hanced renal  hypothermia  with  a one-shot  per- 
fusion of  250  cc.  of  cold  electrolyte  solution 
per  kidney;  (our  colleagues  in  transplantation 
surgery  have  recently  suggested  that  we  add 
albumen  to  the  perfusate  up  to  2.5%  concen- 
tration.), (c)  employment  of  autotransfusion 
for  salvage  of  intra-aneurysmal  blood  loss. 

Case  1 

A 60-year-old  male,  who  had  recently  un- 
dergone gastric  resection  for  ulcer,  was  found 


to  have  a thoracoabdominal  aneurysm.  Symp- 
toms appeared  to  be  related  primarily  to  his 
post-gastrectomy  state. 

In  the  plain  chest  roentgenogram  the  upper 
margin  of  the  aneurysm  was  rather  well  hid- 
den behind  the  heart  shadow.  An  aortogram 
made  in  the  AP  projection  showed  an  aneury- 
smal dilatation  extending  from  T-ll  to  the 
level  of  the  renal  arteries  (Fig.  2).  The  easily 
palpable  pulsatile  mass  in  the  epigastrium  sug- 
gested that  the  distal  extent  of  the  aneurysm 
was  not  accurately  revealed  in  the  aortogram. 


Fig.  2.  (Case  1) 

Aortogram  showing  fusiform  aneurysm  beginning  at 
T-ll  and  extending  below  renal  arteries.  Laminated 
clot  in  the  infrarenal  aorta  concealed  the  distal  extent 
of  the  aneurysm.  Serial  films  suggested  slight  delay 
in  filling  of  celiac  axis. 

Surgery  was  carried  out  on  December  11, 
1973.  Surface  cooling  was  carried  to  32°  C. 
before  the  patient  was  rotated  slightly  for  a 
thoracoabdominal  incision  through  the  sev- 
enth interspace.  The  colon,  stomach,  spleen 
and  pancreas  were  reflected  to  the  right.  The 
aneurysm  began  at  the  level  of  T-l  1 and  mush- 
roomed to  a diameter  of  4-5  cm.,  narrowed 
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again  at  the  attachment  of  the  renal  arteries 
and  then  continued  to  a point  .75  inches  above 
the  bifurcation  of  the  aorta  (Fig.  3).  The  pa- 
tient was  given  a total  dose  of  3500  units  of 
heparin  intravenously  and  the  aorta  occluded 
between  T-10  and  a level  just  below  the  renal 
arteries.  Immediately  upon  opening  this  seg- 


Fig.  3.  (Case  1) 

Top:  Extent  of  aneurysm  from  T-ll  to  L-4. 
Middle:  Aortic  wall  to  be  removed  with  origin  of 
visceral  arteries  is  illustrated. 

Bottom:  Intraluminal  anastomosis  of  prosthesis; 
lateral  anastomosis  of  visceral  arteries;  displacement  of 
left  renal  vein  behind  prosthesis. 


ment  of  the  aorta  each  renal  artery  was  per- 
fused rapidly  with  250  cc.  of  cold  Ringer’s 
lactate  solution  (4°  C.).  The  proximal  an- 


astomosis was  carried  out  intraluminal  at  the 
level  of  T-10  with  a 25  mm.  woven  Dacron 
graft  and  3-0  Prolene.  A disc  of  aortic  wall 
approximately  3 cm.  in  length  and  containing 
the  ostia  of  the  right  renal  artery,  the  celiac 
axis  and  the  superior  mesenteric  artery  was 
cut  away  from  the  aorta  and  implanted  into 
the  prosthesis  laterally  (Fig.  3).  A moderate 
stenosis  of  the  celiac  ostium  was  noted.  Resto- 
ration of  blood  flow  to  the  splanchnic  area  was 
accomplished  after  74  minutes  of  aortic  oc- 


Fig  4. 

Aortogram  II  months  postoperative  reveals  a well- 
functioning prosthesis.  The  discrepancy  in  the  di- 
ameter of  the  proximal  and  distal  segments  of  the 
prosthesis  is  interesting  and  is  attributed  to  manual 
extension  of  the  tube  below  the  renals  as  well  as  to 
laminated  fibrin  in  the  low-flow  portion  of  the  graft. 
The  discrepancy  is  less  marked  in  the  lateral  projec- 
tion. Arrows  mark  the  proximal  and  distal  limits  of 
the  prosthesis. 


elusion.  The  left  renal  artery  disc  was  then 
implanted  into  the  prosthesis  and  flow  reestab- 
lishment into  the  left  kidney.  Vascular  oc- 
clusion was  moved  distally  to  the  iliac  arteries 
and  the  aneurysm  below  the  renal  arteries  in- 
cised. This  segment  was  filled  with  a large 
amount  of  laminated  clot.  The  origin  and  first 
portion  of  the  inferior  mesenteric  artery  was 
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completely  obliterated.  The  distal  intralum- 
inal anastomosis  was  completed  and  flow  re- 
stored to  the  lower  extremities  after  a total 
aortic  occlusion  time  for  the  procedure  of  1 34 
minutes.  The  prosthesis  was  allowed  to  bow 
slightly  forward  to  avoid  compression  of  the 
left  renal  vein  which  was  displaced  posterior 
to  the  graft.  The  lower  thoracic  intercostal 
arteries,  11  and  12,  were  sacrificed;  the  ostia 
of  the  lumbar  arteries  were  minute  or  absent, 
except  for  the  sacral  artery,  which  was  pre- 
served. Approximately  5000  cc.  of  blood  was 
salvaged  and  cycled  back  to  the  patient  by 
means  of  an  autotransfusion  system.  Immedi- 
ately after  blood  flow  was  restored  to  the  right 
kidney,  urine  outflow  resumed  in  large  quanti- 
ties. 

The  patient  had  a remarkably  uneventful 
postoperative  convalescence  with  total  ab- 
sence of  ileus  and  minimal  febrile  response,  and 
was  discharged  on  the  ninth  postoperative  day. 

Case  2 

A 49-year-old,  obese,  white  female,  previ- 
ously well,  suffered  sudden  onset  of  acute,  ex- 
cruciating left  costovertebral  angle  pain.  The 
pain  rapidly  spread  to  the  entire  left  chest,  left 
arm  and  left  neck.  She  became  faint,  experi- 
enced profuse  sweating  and  dyspnea,  and  fell 
to  the  floor.  Over  the  next  48  hours  the  pain 
subsided  and  her  weakness  improved.  Studies 
by  her  physician  showed  a normal  electrocar- 
diogram, hematocrit  24%,  white  blood  cell 
count  14,600  with  76%  polys,  normal  barium 
swallow  and  upper  G.  I.  series.  She  was  trans- 
ferred to  Medical  College  of  Virginia  Hospital 
where  a chest  roentgenogram  revealed  fluid 
filling  the  lower  two-thirds  of  the  left  hemi- 
thorax  and  a thoracentesis  yielded  blood  (Fig. 

5). 

Following  a chest  tube  insertion,  650  cc.  of 
whole  blood  drained  immediately  and  this  was 
followed  by  drainage  of  an  additional  600  cc. 
Physical  examination  revealed  a blood  pressure 
of  110/80,  pluse  84.  The  chest  was  now  clear 
to  auscultation.  The  abdomen  was  soft,  but 
obese,  and  difficult  to  palpate.  Chest  roentgen- 
ogram for  rib  detail  showed  no  fractures  or 
evidence  of  neoplastic  disease.  An  aortogram 


Fig.  5.  (Case  2) 

Large  left  hemothorax  resulting  from  dissection 
through  aortic  hiatus.  Blood,  1200  cc.,  was  evacuated. 


(Fig.  6)  revealed  a large  aneurysm  of  the 
suprarenal  abdominal  aorta  expanding  poster- 
iorly and  extending  to  the  diaphragm.  Extrav- 
asation was  also  visible. 

Surgery  was  carried  out  on  January  11, 
1974.  Surface  hypothermia  was  induced.  The 
upper  abdominal  aorta  and  aneurysm  were  ex- 
posed through  a thoracoabdominal  incision  ex- 
tending into  the  seventh  left  intercostal  space. 
The  aneurysm  was  saccular  and  arose  poster- 
iorly in  the  region  of  the  celiac  and  superior 
mesenteric  vessels;  its  rupture  extended  to  the 
left  kidney.  The  body  temperature  had 
dropped  to  30°  C.  by  the  time  of  aortic  oc- 
clusion. A longitudinal  incision  was  made  just 
lateral  to  the  neck  of  the  aneurysm  and  a large 
amount  of  clot  was  evacuated.  The  neck  of 
the  aneurysm  was  amputated  as  the  aorta  was 
rotated  to  expose  the  posterior  surface.  The 
defect  was  repaired  with  a woven  Dacron 
patch  (Fig.  7).  The  right  kidney  was  per- 
fused initially  with  250  cc.  of  cold  Ringer’s 
solution.  Some  difficulty  was  encountered 
with  perfusion  of  the  left  kidney.  Total  aortic 
occlusion  lasted  one  hour  and  45  minutes.  Ap- 
proximately 4900  cc.  of  blood  was  salvaged 
and  recycled  with  the  autotransfusion  system, 
according  to  a technique  to  be  described.  The 
postoperative  course  was  complicated  by  mod- 
erate hypoxemia,  necessitating  a tracheostomy 
for  ventilatory  support.  The  patient  improved 
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Fig.  7.  ( Case  2) 

Completed  repair  after  amputation  of  neck  of 
aneurysm  and  closure  with  woven  Dacron  patch.  Re- 
construction involved  60%  of  circumference  of  aorta. 

rapidly  and  was  discharged  on  the  fourteenth 
postoperative  day. 

In  neither  case  was  there  evidence  postop- 
eratively  of  significant  ischemic  damage  to  the 
visceral  organs  or  spinal  cord.  Rise  in  creatin- 
ine, bilirubin  and  alkaline  phosphatase  was 
minimal  or  absent  (Table  1).  Platelet  counts 
remained  above  100,000. 


Fig.  6 A & B.  (Case  2) 

AP  and  lateral  aortograms  show  suprarenal  saccular 
aneurysm,  expanding  posteriorly.  Extravasated  opaque 
medium  is  faintly  visible  superior  and  to  the  left  of 
the  aneurysm,  indicating  rupture. 


TABLE  1 

Preop. 

Case  1 

1-day  postop. 

1-week  postop. 

SGOT 

25 

70 

20 

LDH 

160 

350 

300 

Alkaline 

phosphatase 

85 

55 

65 

Bilirubin 

.6 

.8 

.8 

Hemoglobin 

14.2 

13.4 

11.5 

BUN 

19 

23 

35 

Creatinine 

1.3 

1.5 

1.2 

Platelet  count 

183  K 

106  K 

131  K 

Preop. 

Case  2 

1-day  postop. 

1-week  postop. 

SGOT 

55 

245 

50 

LDH 

530 

600 

465 

Alkaline 

phosphatase 

130 

75 

110 

Bilirubin 

0.8 

1.5 

1.1 

Hemoglobin 

10.6 

11.2 

12.2 

BUN 

10 

17 

16 

Creatinine 

0.8 

1.4 

0.9 

Platelet  count 

460  K 

194  K 

- 

Discussion 

The  relative  facility  with  which  such  form- 
idable surgical  problems  can  now  be  managed 
allows  one  to  propose  elective  resection  for 
similar  cases  and  to  accept  patients  in  less  than 
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optimal  condition.  The  ruptured,  hemorrhag- 
ing thoracoabdominal  aneurysm  will  remain 
an  exceptionally  difficult  challenge  with  high 
surgical  mortality  since  tolerance  for  ischemia 
in  the  presence  of  preexisting  shock  is  sig- 
nificantly reduced.  Hypotension  most  certain- 
ly will  enhance  the  likelihood  of  ischemic 
spinal  cord  injury. 

Protection  afforded  by  hypothermia  is  well 
documented,  but  the  opportunity  to  utilize 
this  modality  under  urgent  conditions  might 
well  be  lost.  Since  we  experienced  a down- 
ward drift  in  temperature  of  about  three  de- 
grees it  is  recommended  that  the  active  cool- 
ing process  be  carried  no  lower  than  33-34°  C. 
Oxygen  consumption  declines  approximately 
50%  at  a temperature  of  30°  C.  and  the  work- 
load imposed  on  the  heart  is  correspondingly 
reduced.  As  the  temperature  falls  much  below 
30°  C.  there  is  increasing  danger  from  ventric- 
ular fibrillation.  Perfusion  of  the  renal  arteries 
with  cold  electrolyte  solution  may  be  super- 
fluous, but  can  be  accomplished  very  quickly 
with  manually-held  cannulas  and  theoretically 
should  add  additional  protection.  Brawley2 
advises  this  technique  of  perfusion  with  iced 
Ringer’s  lactate  (500  cc.  containing  2000 
units  of  heparin  for  each  kidney)  when  anoxic 
times  longer  than  30  minutes  are  contemplated. 
A similar  technique  would  be  more  difficult 
to  apply  to  the  hepatic  artery,  a much  larger 
volume  of  solution  would  be  required,  and  it 
was  therefore  not  considered  practical. 

The  protection  afforded  by  moderate  hypo- 
thermia is  only  relative  and  we  have  noted  a 
marked  and  sudden  drop  in  the  buffer  base— 
(10  mEq/L),  (Case  1),  shortly  after  reestab- 
lishment of  splanchnic  blood  flow,  and  again 
after  releasing  the  distal  aortic  clamp  with 
restoration  of  flow  to  the  lower  extremities— 
(14  mEq/L),  (Case  1)  — (7  mEq/L),  (Case 
2).  The  extent  of  this  acid  load  imposed  by 
CPD  solution,  administered  under  hypother- 
mic conditions,  has  not  been  determined.  Dur- 
ing these  critical  periods  arterial  blood  gases 
and  pH  should  be  analyzed  every  15  minutes 
and  prompt  treatment  of  buffer  base  deficit 
carried  out  with  THAM  or  sodium  bicarbon- 


ate. Maintenance  of  blood  volume,  prophy- 
lactic administration  of  buffer  base  prior  to 
aortic  declamping,  Trendelenburg  position  and 
injection  of  small  doses  of  calcium  ion  or  vas- 
opressor should  eliminate  the  hypotension  of 
declamping,  providing  the  clamp  is  released 
slowly. 

Prolene  suture  has  greatly  facilitated  the 
posterior  portion  of  the  intraluminal  anas- 
tomosis, since  one  can  insert  the  stitches  deep- 
ly and  accurately  into  the  wall  of  the  recipi- 
ent vessel  before  the  posterior  suture  line  is 
drawn  tight.  Identification  of  visceral  vessels 
may  be  accomplished  readily  from  within  the 
aneurysms  and  too  much  effort  should  not 
be  expended  in  isolating  these  vessels  prior  to 
occluding  the  aorta  and  incising  the  aneurysm. 
Crawford3  advocates  direct  side-to-side  an- 
astomosis of  the  rim  of  the  lateral  opening  in 
the  prosthesis  to  the  aortic  wall  around  the 
ostia.  The  use  of  a well-defined  disc  appeals  to 
us  as  a more  accurate,  secure  and  hemostatic 
technique,  whenever  a disc  can  be  developed. 
If  a stenosis  is  present  in  the  ostium  of  a vis- 
ceral artery,  endarterectomy  may  be  feasible 
or  revascularization  with  a separate  graft  can 
be  accomplished.  Partial  or  total  occlusion  of 
one  or  more  vessels  is  not  uncommon  in  the 
presence  of  aneurysm  and  the  surgeon  must 
decide  whether  revascularization  by  endarte- 
rectomy or  bypass  graft  should  be  attempted 
or  whether  the  preexisting  collateral  circula- 
tion suffices.  A high  quality  preoperative 
aortogram  in  both  the  AP  and  lateral  projec- 
tions will  greatly  facilitate  these  decisions. 

Blood  collected  and  returned  by  autotrans- 
fusion during  the  insertion  of  the  prostheses 
was  not  inconsiderable  . . . 5000  and  4900  cc. 
respectively.  Blood  collects  in  the  aneurysm 
from  the  open  ostia  and  can  be  readily  as- 
pirated with  minimal  trauma.  Autotransfusion 
is  ideally  suited  for  this  operation.  Modifica- 
tions of  our  technique  were  suggested  by  ex- 
perience with  the  first  case  and  were  applied 
subsequently  in  the  second  case. 

The  autotransfusion  apparatus  as  now  em- 
ployed is  shown  in  Fig.  8.  CPD  anticoagulant 
is  added  to  the  reservoirs  ...  30  cc.,  diluted 
to  100  cc.  with  Ringer’s  solution  for  each  450 
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cc.  of  blood  aspirated  from  the  operative  field. 
The  reservoirs  are  used  alternately  so  that  an- 
ticoagulant solution  can  be  proportionately 
matched  for  the  volume  of  aspirated  blood. 
Heparin,  approximately  100  units  per  kilo- 
gram, is  administered  initially  to  the  patient 
and  one-sixth  of  this  dose  should  be  repeated 


Fig.  8.  Autotransfusion  equipment 

Standard  roller  pump  recovers  blood  which  is  di- 
verted to  reservoir  A or  B containing  30  cc.  of  CPD 
solution  and  100  cc.  of  saline  (for  450  cc.  blood  as- 
pirated). Blood  then  returned  by  manually  applied 
pressure  (not  to  exceed  250  mm.  Hg)  through  Swank 
filter  to  patient. 

at  30-minute  intervals.  These  doses  are  de- 
signed to  minimize  activation  of  the  clotting 
mechanism  without  initiating  serious  bleeding 
from  full  systemic  heparinization.  Crawford3 
does  not  consider  heparin  necessary  if  the  ar- 
terial ostia  are  unobstructed  and  free  bleeding 
is  allowed  into  the  open  aneurysmal  basin, 
but  he  did  not  employ  autotransfusion. 
Recommendations  regarding  the  type  and 
amount  of  anticoagulant  to  be  employed 
with  autotransfusion  are  at  this  time  con- 
troversial and  subject  to  modification. 
Blood  should  not  be  allowed  to  stand  in  the 
aneurysm,  but  should  be  aspirated  gently  from 
shallow  pools  with  minimal  air  mixture.  Fre- 
quent flushing  of  the  sucker  line  with  dilute 
CPD  solution  is  also  recommended.  In  our 
system  each  reservoir  is  equipped  with  an 
alarm  sensor  at  low  volume  and  infusion  is 
controlled  by  manually-operated  pressure 
bulb.  Alarm  sensors  are  only  capable  of  func- 


tioning satisfactorily  if  clotting  is  avoided  in 
the  reservoir.  Pressures  of  200-250  mm.  Hg 
are  capable  of  infusing  500  cc.  per  minute 
through  a 14  gage  Jelco  catheter.  Ideally,  the 
infusion  lines  should  be  equipped  with  an  air 
embolism  safety  device*,  but  even  more  im- 
portant is  an  alert  technician  familiar  with  the 
use  of  this  apparatus.  Filters  of  the  Swank 
type  are  utilized  in  the  infusion  lines  and  will 
remove  particulate  matter  down  to  20  micra 
diameter.  Every  effort  should  be  made  to 
minimize  hemolysis  and  the  resulting  activa- 
tion of  the  clotting  mechanism.  The  levels  of 
free  plasma  hemoglobin  which  can  be  tolerated 
by  the  kidneys  are  enormously  increased  by 
removal  of  red  cell  stroma  by  the  Dacron  wool 
filter. 

Although  special  hematologic  studies  were 
not  performed,  in  neither  case  was  abnormal 
bleeding  encountered.  A small  neutralizing 
dose  of  protamine  was  administered  post-auto- 
transfusion. The  platelet  counts  were  ade- 
quate immediately  postoperatively,  as  well  as 
on  the  following  day  (Table  1). 

TABLE  2 

Steps  in  Operative  Procedure 

1.  Arterial  and  venous  pressure  monitoring. 

2.  Hypothermia  34->31°  C.  (room  temperature  65°  C.). 

3.  Decadron,  100  mg.,  at  start.  Repeat  50  mg.  before 
heparinization  and  aortic  occlusion  (minimize  cellular 
damage  due  to  hypoxemia). 

4.  Thoracoabdominal  incision. 

5.  Proximal  and  distal  aortic  control. 

6.  Limited  systemic  heparinization  (100  units  heparin 
per  Kg.). 

7.  Proximal  and  distal  aortic  occlusion. 

8.  Incision  of  aneurysm. 

9.  Hypothermic  perfusion  of  renal  arteries  (250  cc. 
solution  each). 

10.  Intraluminal  proximal  anastomosis. 

11.  Lateral  implantation  of  disc  of  aortic  wall  with 
right  renal,  celiac,  and  superior  mesenteric  arteries,  or 
direct  lateral  anastomosis  around  ostia  of  vessels  from 
within  aortic  lumen. 

12.  Restoration  of  splanchnic  flow.  (Trendelenburg, 
slow  release  of  aortic  occlusion,  sodium  bicarbonate,  cal- 
cium ion  (?),  vasopressor  (?). 

13.  Lateral  implantation  disc  left  renal  artery. 

14.  Restoration  of  left  renal  artery  flow. 

15.  Distal  intraluminal  anastomosis. 

16.  Restoration  of  flow  to  extremities. 

17.  Disc  implantation  large  lumbar  or  intercostal  arte- 
ries. 

18.  Frequent  monitoring  of  buffer  base  and  correction 
of  base  deficit. 

19.  Autotransfusion  (intraaneurysmal). 

* Vital  Assists 
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A summary  of  the  important  steps  recom- 
mended for  the  safe  conduct  of  the  operation 
is  presented  in  Table  2. 

Aneurysmectomy  which  removes  the  lower 
thoracic  and  entire  abdominal  aorta  may  well 
interrupt  the  major  segmental  blood  supply 
to  the  lower  portion  of  the  anterior  spinal 
artery  and  thereby  damage  the  spinal  cord.  A 
syndrome  of  paraplegia,  loss  of  sphincter  tone 
and  impairment  of  pain  and  temperature  re- 
sults. Deep  sensation  is  preserved. 

The  region  of  T-ll  to  L-3  is  believed  to  be 
particularly  hazardous  since  the  great  radicu- 
lar artery  usually  arises  from  this  segment  of 
aorta,  and  theoretically  an  aortic  resection  in 
this  region  should  lead  to  anterior  spinal  artery 
syndrome  in  a high  percentage.17,813 15  And 
yet  even  without  special  precautions  this  oc- 
curs in  only  5-10%  of  patients.  This  leads  to 
the  inevitable  conclusion  that,  at  least  in  the 
presence  of  aneurysm,  there  is  a significant 
potential  for  the  development  of  collateral 
blood  supply  which  protects  against  interrup- 
tion of  the  major  radicular  artery,  the  chief 
segmental  supply  in  the  region  of  T-l  1 to  L-3. 

When  large  lumbar  or  lower  intercostal 
arteries  are  encountered  these  should  be  pre- 
served. Edmunds7  has  drawn  attention  to  the 
possibility  of  sparing  intercostal  or  lumbar 
branches  by  tailoring  the  end  of  the  prosthesis 
so  as  to  form  an  onlay  graft  to  the  posterior 
wall  of  aorta,  or  to  construct  a posterior  chan- 
nel from  the  aortic  wall  for  perfusion  of  these 
vessels.  Crawford12  carried  this  concept  a 
stage  further  and  demonstrated  how  inter- 
costal or  lumbar  branches  might  be  implanted 
into  the  posterior  wall  of  a tubular  prosthesis. 
In  an  aneurysm  involving  the  entire  thoracic 
and  abdominal  aorta  a two-stage  procedure 
may  be  advantageous  to  enhance  collateral 
flow  to  the  spinal  cord.  During  aortic  occlu- 
sion, proximal  blood  pressure  should  not  be 
allowed  to  fall  and  a modest  rise  may  be  de- 
sirable to  sustain  distal  aortic  pressure  at  a 
higher  level.  Under  these  circumstances 
Crawford4  has  clamped  the  thoracic  aorta 
from  45  to  60  minutes  without  observing  neur- 
ologic damage.  However,  this  concept  has  less 


applicability  when  long  segments  of  the  thor- 
acoabdominal aorta  are  excluded  between 
clamps. 

Summary 

1.  Surgery  of  thoracoabdominal  aneurysms 
and  aneurysms  of  the  upper  abdominal  aorta 
can  now  be  undertaken  with  an  acceptable 
mortality. 

2.  Intraluminal  insertion  of  the  aortic  pros- 
thesis and  combined  implantation  into  the 
prosthesis  of  the  aortic  origin  of  the  visceral 
arteries  are  important  features  of  this  simplified 
technique  (Case  1).  Patch  grafting  may  af- 
ford an  additional  simple  method  in  special 
instances  (Case  2). 

3.  In  extensive  aortic  resections  of  the  thor- 
acoabdominal region  attention  must  be  di- 
rected to  methods  of  preserving  blood  supply 
to  the  spinal  cord  and  these  have  been  dis- 
cussed. 

4.  Hypothermic  protections  of  the  ischem- 
ic areas,  particularly  of  the  viscerae  and  spinal 
cord  should  enhance  the  safety  of  the  opera- 
tion. 

5.  Certain  advantages  afforded  by  auto- 
transfusion would  seem  to  be  particularly  ap- 
plicable in  the  surgical  treatment  of  this  con- 
dition. 

ADDENDUM 

Reports  in  the  literature  warn  against  stim- 
ulation of  fibrinolytic  activity  during  auto- 
transfusion. Proper  blood  handling  and  avoid- 
ance of  tissue  contamination,  as  described  in 
our  text,  should  minimize  this.  We  continue 
to  believe  that  partial  heparinization  and  CPD 
anticoagulant  solution  in  the  reservoir  repre- 
sents the  best  compromise.  In  addition,  con- 
tinuous bleed  of  anticoagulant  solution  into 
the  suction  lines  and  the  use  of  TD.\L\C- 
heparin  treated  tubing  should  offer  further 
protection. 

Shock  and  vascular  stasis  in  the  lower  ex- 
tremities may  trigger  a coagulopathy.  Since 
hypothermia  offers  only  relative  protection 
against  ischemia,  it  may  occasionally  be  desir- 
able to  establish  a small  Gott  TDMAC-hep- 
arin  treated  bypass  to  the  distal  aorta  to  pro- 
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vide  pulsatile  flow  to  the  extremities  during 
aortic  occlusion. 
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Hepatitis  A and  B are  discussed. 

The  discovery  of  hepatitis  B an- 
tigen has  stimulated  investiga- 
tion and  knowledge  of  this  dis- 
ease. Its  possible  association 
with  chronic  forms  of  hepatitis 
and  the  chances  for  an  effective 
vaccine  are  explored. 

THE  BROAD  TERM  viral  hepatitis  en- 
compasses two  clinical  entities  referred  to 
as  infectious  hepatitis  and  serum  hepatitis. 
Many  nosologic  terms  have  been  applied  to 
each  in  attempts  to  differentiate  one  from  the 
other.  In  1947,  McCollum1  suggested  that  the 
two  entities  be  identified  as  hepatitis  A (for 
infectious  hepatitis)  and  hepatitis  B (for 
serum  hepatitis).  This  classification  is  now 
widely  accepted  and  has  been  proved  useful. 
Extensive  clinical  and  epidemiological  studies 
have  confirmed  the  existence  of  two  forms  of 
disease  and  it  is  now  generally  believed  that 
separate  viruses  are  responsible  for  type  A and 
type  B hepatitis.2,3  However,  it  has  also  been 
proposed  that  the  host  response  determines  the 
clinical  presentation  and  the  possibility  of  a 
single  causative  virus  for  both  types  of  disease 
has  not  been  completely  discarded.4 

From  the  Veterans  Administration  Hospital 
and  Department  of  Medicine  (Division  of  Gas- 
troenterology) Virginia  Commonwealth  Univer- 
sity, Health  Sciences  Division. 
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Other  viruses  that  have  been  associated  with 
hepatitis  include  yellow  fever,  herpes,  cyto- 
megalovirus, Epstein  Barr,  cocksackie  etc.  The 
description  of  clinical  entities  caused  by  these 
viruses  will  not  be  included  in  this  review. 

Morphologic  and  Immunologic 
Characteristics  of  the  Viruses 

A virus  particle  thought  to  be  responsible 
for  hepatitis  type  A has  been  identified  by 
electron  microscopy  in  stools  of  patients  af- 
fected by  the  disease  by  Feinstone  et  al.5  Thus 
far  studies  attempting  to  grow  this  virus  have 
been  unsuccessful.  In  1970,  Del  Prete  et  al 6,7 
identified  an  antigen  in  the  serum  of  patients 
with  hepatitis  A and  named  it  the  Milan  Anti- 
gen after  the  city  where  the  studies  were  car- 
ried out.  However,  it  is  now  known  that  this 
antigen  lacks  specificity  and  is  related  to  liver 
cell  injury.8 

The  antigen  associated  with  hepatitis  B was 
discovered  by  Blumberg9  in  the  early  1960’s 
while  investigating  genetically  determined  va- 
riations in  the  structure  of  serum  proteins.  He 
called  it  Australia  Antigen  (AuAg)  since  it 
was  first  found  in  an  aborigene  of  that  coun- 
try. This  same  antigen  has  also  been  called 
Serum  Hepatitis  Antigen  (SHA),  Hepatitis 
Associated  Antigen  (HAA)  and  more  recent- 
ly the  term  Hepatitis  B Antigen  (HBAg)  has 
been  generally  accepted  in  an  effort  to  unify 
the  nomenclature.  The  HBAg  has  been  re- 
ported to  be  present  in  some  patients  with 
Down’s  syndrome,  leukemia,  lepromatous  lep- 
rosy, viral  hepatitis  and  in  some  normal  sub- 
jects.10 Prince11  discovered  that  it  was  pres- 
ent during  the  incubation  period  of  hepatitis 
B (post  transfusion),  but  could  not  find  it  in 
the  serum  of  patients  with  other  liver  dis- 
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orders.  From  this  observation,  it  was  con- 
cluded that  the  antigen  was  associated  with 
hepatitis  B virus  infection  and  was  not  a non- 
specific antigen  related  to  liver  injury.  This 
hypothesis  was  supported  by  others2  3 and  it 
is  now  well  established  that  the  HBAg  is  a 
marker  of  the  hepatitis  B virus.  The  discovery 
of  HBAg  was  instrumental  in  the  initiation  of 
a great  number  of  clinical  studies  which  have 
contributed  significantly  to  a better  under- 
standing of  this  disease.  Hepatitis  B Antigen 
is  a lipoprotein  with  a molecular  weight  of 
100,000.  Electron  microscopic  examination  of 
serum  from  patients  with  hepatitis  B have  re- 
vealed the  presence  of  three  related  struc- 
tures:12 1.  numerous,  small  spherical  particles 
with  a diameter  of  about  20  m/i;  2.  less  numer- 
ous, 100  mfi  filaments  of  the  same  diameter, 
and  3.  larger  spherical  particles  with  a diame- 
ter of  42  m ft  (Dane  particles).  The  Dane 
particle  is  probably  the  complete  infectious 
viral  unit  and  is  composed  of  an  inner  core 
that  appears  to  replicate  in  the  nucleus  of  the 
hepatocyte,13  surrounded  by  a lipoprotein  coat 
that  is  synthesized  in  the  cytoplasm14  (Fig.  1). 
The  inner  core  is  morphologically  similar  to 
small  rhinoviruses;  it  has  been  suspected  that 
at  some  point  the  core  migrates  to  the  cyto- 
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Fig.  1.  Purposed  mechanism  for  replication  of  the  hepa- 
titis B virus:  The  left  panel  illustrates  the  replication 
of  the  central  core  of  the  Dane  particle  in  the  nucleus 
of  the  hepatocyte.  The  central  panel  shows  the  core 
in  the  cytoplasm  surrounded  by  a lipoprotein  coat. 
(Dane  particle).  The  right  panel  demonstrates  few 
Dane  particles  with  many  round  and  filamentous 
structures  of  the  excess  lipoprotein  coat  encountered 
in  the  serum  of  a patient  with  positive  HBAg. 


plasm  where  it  is  covered  by  the  lipoprotein 
coat,  thus  completing  the  viral  unit  (Dane 
particle).  For  some  unknown  reason  there  is 
a great  surplus  of  lipoprotein  coat  production 
that  can  be  visualized  in  serum  with  electron 
microscope  as  the  small  and  filamentous  par- 
ticles (Fig.  1).  This  same  lipoprotein  can  also 
be  detected  by  immunological  methods  as  the 
HBAg.  Although  the  HBAg  is  not  the  com- 
plete viral  particle  there  is  a clear  relation- 
ship between  its  presence  in  plasma  and  the 
infectivity  of  blood.3,1516  However,  due  to 
insensitivity  of  laboratory  methods  usually  em- 
ployed to  detect  the  HBAg,  a “negative” 
serum  may  still  contain  viral  particles  of  suf- 
ficient concentration  to  transmit  the  disease. 
Therefore,  HBAg  negative  specimens  should 
also  be  considered  potentially  infectious  and 
handled  with  precaution. 

Krugman17  has  been  able  to  eliminate  in- 
fectivity by  heat  while  keeping  the  antigenic 
property  of  the  virus  intact.  This  important 
observation  provides  hope  for  the  possible  de- 
velopment of  a vaccine  against  hepatitis  B 
virus.18,19 

Different  antigenic  determinants  have  been 
described  as  part  of  the  HBAg  and  each  of 
them  is  capable  of  inducing  a specific  anti- 
body.20 All  HBAg  has  a common  antigenic 
determinant  called  “a”.  Two  additional  and 
mutually  exclusive  pairs  have  been  reported: 
“d”  and  “y”,  and  “w”  and  “r”.  Different 
antigenic  combinations  are  possible:  “adw”, 
“adr”,  “ayw”  and  “ayr”.21  HBAg  carriers 
maintain  the  same  antigenic  subtype.  Mosley 
et  al22  found  a consistency  of  subtype  in  epi- 
demiologically  related  cases.  It  is  felt  that 
these  antigenic  variables  are  determined  by  the 
viral  agent  and  not  by  the  host.  The  “d” 
subtype  may  be  more  commonly  associated 
with  chronic  hepatitis  and  the  carrier  state, 
whereas  the  “y”  subtype  may  be  more  com- 
mon in  acute  hepatitis.21  Full  agreement  on  the 
clinical  significance  of  the  antigen  subtypes  has 
not  yet  been  reached.23  In  a group  of  symp- 
tom free  carriers  of  HBAg  there  was  no  dif- 
ference in  the  frequency  of  abnormal  liver 
function  tests  or  pathologic  liver  biopsies  in 
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relation  to  the  HBAg  subtypes.24  However, 
more  studies  are  needed  to  achieve  a better 
understanding  between  the  relationship  of  an- 
tigenic subtypes  and  the  clinical  course  of 
hepatitis  B. 

Epidemiology 

Even  though  there  are  now  promising 
studies  in  chimpanzees,25  and  different  species 
of  marmoset  monkeys,85  man  continues  to  be 
the  only  well  established  susceptible  host  to 
both  hepatitis  viruses.  Our  understanding  of 
the  epidemiology  of  viral  hepatitis  is  mainly 
derived  from  epidemiologic  and  volunteer  ex- 
perimentation. Progress  has  been  difficult  due 
to  the  failure  of  virus  isolation.  The  fecal-oral 
route  is  the  classic  and  most  important  way  of 
transmitting  virus  A,  which  usually  remains  in 
the  stool  for  approximately  two  to  three  weeks 
before  and  eight  days  after  the  patient  be- 
comes jaundiced.  On  the  other  hand,  blood 
from  such  patients  may  be  infectious  two  to 
three  weeks  before  and  three  days  following 
the  appearance  of  jaundice.26  Although  hepa- 
titis A can  be  transmitted  by  either  feces  or 
blood,  the  fecal-oral  route  is  of  much  greater 
importance.  Hepatitis  B virus  is  usually  trans- 
mitted by  parenteral  inoculation  (needlestick, 
transfusion).  However,  there  is  now  complete 
agreement  that  non-parenteral  transmission  is 
more  common  than  previously  recognized  and 
HBAg  has  been  recovered  from  saliva, 27,28,29 
feces,30,31  urine32  and  semen.29  Therefore, 
transmission  of  hepatitis  B virus  by  kissing, 
sharing  a toothbrush  or  by  sexual  contact  are 
all  considered  as  possible  routes  by  which 
hepatitis  B can  spread  from  person  to  person. 
Wives  of  chronic  HBx\g  carriers  have  a higher 
prevalence  of  HBAg  than  a controlled  popula- 
tion.33 This  can  be  explained  by  exposure  to 
saliva,  semen,  and  also  by  sharing  razors  that 
could  be  contaminated  with  small  amounts  of 
blood.  The  relative  importance  of  these  forms 
of  transmission  is  not  yet  clear. 

Since  HBAg  has  been  detected  in  mosquitoes 
caught  in  urban  and  wilderness  areas,34,35  it 
has  been  suggested,  but  not  proven,  that  mos- 
quitoes may  play  a role  in  the  transmission  of 


hepatitis  B virus.  Other  blood  sucking  arthro- 
pods35 could  have  a similar  role  which  may  be 
an  additional  factor  responsible  for  the  higher 
prevalence  of  HBAg  and  HBAb  in  lower 
socio-economic  groups. 

Chronic  carriers  of  HBAg,  mainly  blood 
donors  and  drug  addicts,  play  an  important 
role  as  a reservoir  of  the  virus  of  hepatitis  B 
and  in  the  transmission  and  perpetuation  of  the 
disease.  By  contrast,  the  role  of  the  chronic 
carrier  in  transmitting  hepatitis  A virus  is  very 
minimal  and  probably  non-existent. 

Incubation  Period 

Type  A hepatitis  has  an  incubation  period 
between  two  weeks  and  two  months  (“short 
incubation  hepatitis”)  whereas  in  hepatitis  B, 
the  incubation  period  ranges  from  two  to  six 
months  (“long  incubation  hepatitis”).  In  hep- 
atitis B the  incubation  period  tends  to  be 
shorter  after  parenteral  inoculation  and  longer 
following  oral  exposure;  this  is  not  the  case 
for  hepatitis  A in  which  the  incubation  period 
does  not  appear  to  depend  on  the  route  of 
inoculation.3  It  has  been  clearly  shown  for 
hepatitis  B that  the  incubation  period  also  de- 
pends on  the  dose  of  inoculated  virus,  i.e.  the 
larger  the  dose,  the  shorter  the  incubation 
period.36  However,  Sutnick  et  al4  found  a 
large  overlap  in  incubation  periods  of  hepatitis 
B (positive  HBAg)  and  presumed  hepatitis 
A (negative  HBAg)  in  post  transfusion  cases 
and  was  unable  to  separate  the  two  diseases  on 
the  basis  of  incubation  periods  alone. 

Clinical  Course 

The  clinical  picture  and  severity  of  the  dis- 
ease is  at  least  partially  related  to  the  age  of 
the  patient  as  adults  are  more  commonly  jaun- 
diced and  have  a higher  incidence  of  associated 
morbidity.  In  hepatitis  A,  the  SGOT  rises  to 
a peak  within  five  to  seven  days  and  usually 
returns  to  normal  within  two  weeks.  When 
clinical  symptoms  are  present,  they  become 
manifest  during  the  rising  phase  of  the  SGOT 
with  the  appearance  of  jaundice  at  the  peak  of 
the  SGOT  elevation  (Fig.  2).  In  hepatitis  B 
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SCHEMATIC  COURSE  OF  HEPATITIS  A 


Fig.  2.  Schematic  Course  of  Hepatitis  A 

the  rise  and  decline  of  the  serum  transaminase 
may  be  more  gradual  and  remain  abnormal  for 
longer  periods  of  time37  (Fig.  3).  A serum 
sickness  like  syndrome  has  been  described 
during  the  incubation  period  of  hepatitis 
B38,39  but  not  with  the  hepatitis  A. 


SCHEMATIC  COURSE  OF  HEPATITIS  B 


WEEKS  AFTER  EXPOSURE 
Fig.  3.  Schematic  Course  of  Hepatitis  B 

All  clinical,  biochemical  and  histologic  evi- 
dence of  liver  injury  usually  disappears  within 
a few  weeks,  but  progression  to  chronic  hepa- 
titis and  cirrhosis  has  been  well  documented  in 
hepatitis  B.40  Our  present  inability  to  detect 
the  antigen  or  antibody  related  to  virus  A has 
not  permitted  a clear  documentation  of 
chronic  hepatitis  in  type  A disease.  The  HBAg 
is  detected  in  serum  during  the  incubation 
period  of  hepatitis  B prior  to  any  change  in 
liver  function  tests,  and  usually  disappears 
shortly  after  the  patient  becomes  sympto- 
matic37 (Fig.  3).  Therefore,  it  is  important  to 


determine  whether  or  not  this  antigen  is  pres- 
ent as  soon  as  the  diagnosis  is  suspected.  If 
present,  the  diagnosis  of  hepatitis  B will  be 
confirmed;  however,  failure  to  detect  the 
HBAg  does  not  exclude  the  presence  of  hepa- 
titis B,  since  the  antigen  may  have  either  dis- 
appeared, or  achieved  such  low  levels  that 
present  laboratories  methods  will  fail  to  reveal 
its  existence.  On  occasions  the  antigen  may 
persist  for  several  months  or  years.  If  the 
antigen  is  still  detected  four  months  after  the 
clinical  episode  of  hepatitis,  it  is  very  likely 
that  it  will  not  disappear  after  that  time  and 
the  patient  will  become  a chronic  carrier.  Pa- 
tients with  impaired  cellular  immunity,  (leu- 
kemia, lepromatous  leprosy,  etc.),  on  chronic 
hemodialysis  or  receiving  immunosuppressive 
agents  are  more  likely  to  develop  a chronic 
carrier  state.10  This  is  also  more  likely  to  be 
the  case  after  multiple  exposures  as  in  institu- 
tionalized mentally  retarded  children,  drug  ad- 
dicts, and  individuals  receiving  multiple  trans- 
fusions. It  has  been  suggested  that  “suscepti- 
bility” for  becoming  an  HBAg  carrier  is 
genetically  determined  and  inherited  as  a 
simple  autosomal  recessive  trait.10  Family  clus- 
tering of  HBAg  carriers  have  been  described, 
but  environmental  and  host  factors  may  be 
more  important  than  genetic  ones  in  the  de- 
velopment of  a chronic  carrier  state.33 

Role  of  the  Persistence  of  HBAg  in 
the  Development  of  Chronic  Hepatitis 

Nielsen  et  al41  documented  the  development 
of  chronic  hepatitis  in  all  patients  who  became 
chronic  carriers  of  HBAg  after  an  episode  of 
acute  hepatitis  B.  Liver  biopsy  revealed  that 
most  had  the  histological  pattern  of  “chronic 
aggressive  hepatitis”  characterized  by  disrup- 
tion of  the  architecture,  piecemeal  necrosis  and 
chronic  inflammation  involving  the  portal 
tracts  with  extension  into  the  parenchyma  and 
formation  of  intralobular  fibrous  septa.  This 
histological  pattern  is  known  to  carry  a poor 
prognosis  and  frequently  terminates  in  cirrho- 
sis.42,43 By  contrast,  the  histological  pattern  of 
“chronic  persistent  hepatitis”  shows  chronic 
inflammatory  infiltration  limited  to  portal 
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areas,  without  piecemeal  necrosis,  little  or  no 
fibrosis  and  preservation  of  the  lobular  archi- 
tecture. Although  the  prognosis  of  chronic 
persistent  hepatitis  is  considered  to  be  good42  43 
there  has  been  documented  histologic  progres- 
sion from  chronic  persistent  to  chronic  aggres- 
sive hepatitis  in  asymptomatic  blood  donors 
who  were  HBAg  carriers.47  Since  it  is  not 
possible  to  differentiate  these  two  forms  of 
chronic  hepatitis  on  clinical  grounds,  the  per- 
formance of  liver  biopsy  is  mandatory  since 
there  are  now  well  documented  beneficial  ef- 
fects of  corticosteroids  in  the  treatment  of 
chronic  aggressive  hepatitis.44  The  HBAg  car- 
rier state  does  not  have  the  same  significance  in 
persons  without  a past  history  of  clinical  hepa- 
titis. Reimicke  et  al4r’  obtained  liver  biopsies 
from  24  “healthy”  blood  donors  who  were 
chronic  HBAg  carriers  and  showed  that  none 
had  evidence  of  viral  hepatitis,  with  the  excep- 
tion of  one  patient  who  was  found  to  have  an 
unsuspected  cirrhosis.  In  immune  deficient 
chronic  carriers  (chronic  renal  failure,  Down’s 
syndrome,  lepromatous  leprosy,  etc.)  the  pres- 
ence of  the  antigen  is  usually  associated  with 
the  presence  of  mild,  anicteric,  chronic  hepa- 
titis that  on  liver  biopsy  shows  the  features  of 
the  more  benign  “chronic  persistent”  type.46’ 
48.49,60  |t  IS  presently  recommended  that  chron- 
ic carriers  be  followed  at  regular  intervals  with 
liver  function  tests.  Liver  biopsy  should  be 
obtained  from  those  patients  with  persistent 
abnormalities  regardless  of  symptomatolo- 
gy.47,51 Household  contacts  of  chronic  car- 
riers should  also  be  tested  for  the  antigen,  since 
20%  of  siblings,  8%  of  parents  and  3.4%  of 
spouses  of  a chronic  carrier  have  been  found 
to  develop  HBAg  carrier  state  and  some  of 
them  may  have  evidence  of  liver  disease.33 

Immune  Response  to  Hepatitis  B Virus 

Most  patients  exposed  to  the  virus  of  hepa- 
titis B will  develop  antibodies  (HBAb)  against 
the  HBAg.  The  peak  antibody  titer  may  be 
late  after  exposure  (10-16  weeks)  indicating 
a primary  immune  response  in  an  individual 
with  no  previous  exposure  to  the  virus.  Dur- 
ing a subsequent  exposure  this  antibody  titer 


will  peak  in  less  than  three  weeks.  This  latter 
phenomenon  is  characteristic  of  a secondary 
or  anamnestic  immune  response.54,56  Thus,  de- 
tection of  HBAb  in  serum  indicates  previous 
exposure  to  the  virus  of  hepatitis  B.  It  follows 
that  populations  having  a high  incidence  of 
HBAb  have  had  greater  exposure  to  the  virus. 
Such  groups  include  patients  receiving  multiple 
transfusions,  low  socio-economic  classes  living 
under  crowded  conditions  and  health  care  per- 
sonnel.55,56,57,75 The  presence  of  detectable 
levels  of  HBAb  appears  to  offer  some  protec- 
tion against  the  development  of  hepatitis 
B . 58,69  However,  the  immunity  is  not  complete 
since  some  transfused  patients  with  pre-exist- 
ing HBAb  will  develop  hepatitis  B. 

In  addition  to  antibodies  against  HBAg  (or 
viral  coat)  there  now  exists  clear  evidence  of 
a second  antibody  directed  against  the  inner 
core  (anticore  antibody)  of  the  Dane  par- 
ticle.63,64 It  is  detected  in  serum  10  to  20 
weeks  after  exposure  to  the  virus  and  long  be- 
fore any  rise  in  the  titers  of  HBAb.64  Further 
studies  will  be  needed  to  appreciate  the  sig- 
nificance of  anticore  antibody  in  virus  B in- 
fection and  its  potential  role  in  the  prevention 
of  hepatitis  B. 

Availability  of  this  information  has  neces- 
sitated some  modification  of  existing  nomen- 
clature as  illustrated  in  table  l.88 

TABLE  1 

HBsAg:  The  hepatitis  B antigen  on  the  surface  of  the 
Dane  particle.  (Formerly  Australia  Antigen 
or  HBAg) 

HBcAg:  The  hepatitis  B antigen  in  the  core  of  the 
Dane  particle. 

HBV:  Reserved  for  hepatitis  virus 
HBsAg/adr:  Hepatitis  B surface  antigen,  subtype  adr. 
Anti-HBs:  Antibody  to  hepatitis  B surface  antigen. 

Anti-HBc:  Antibody  to  hepatitis  B core  antigen. 

Prevention  of  Hepatitis 

Measures  to  interrupt  the  fecal-oral  route 
of  the  virus  are  very  important  in  the  preven- 
tion of  hepatitis  A.  Special  care  should  be 
taken  in  handling  bed  clothes  and  stools  from 
such  patients.  The  use  of  disposable  gloves 
and  gowns  is  encouraged  and  the  importance 
of  frequent  hand-washing  by  the  patient  and 
nurse  cannot  be  over  emphasized.  Since  the 
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virus  may  be  present  in  stools  for  two  weeks 
after  the  onset  of  clinical  symptoms,  isolation 
should  logically  be  restricted  to  that  time 
period.65  It  is  comforting  to  know  that  a 
chronic  carrier  state  with  continuous  shed- 
ding of  the  hepatitis  A virus  has  not  been 
identified.66  Water  supplies  should  be  checked 
for  fecal  pollution  at  regular  intervals  since 
contaminated  water  and  food  have  been  re- 
sponsible for  epidemics.65'66 

Gamma  Globulin  has  been  effective  in  pre- 
venting the  icteric  type  of  disease,67'68'69’70'71 
with  its  prophylactic  value  being  greatest  when 
given  early  during  the  incubation  period  and 
lasting  for  approximately  five  months.72-73  The 
Public  Health  Advisory  Committee  on  Im- 
munization Practices73  recommends  the  use  of 
gamma  globulin  for  individuals  having  close 
personal  contact  with  patients  infected  by 
hepatitis  A.  These  include  household  contacts 
and  institutional  personnel  in  prisons,  board- 
ing schools  for  mentally  retarded  children,  etc., 
where  endemic  hepatitis  is  frequent.  Travel- 
ers to  foreign  countries  should  also  be  treated 
with  gamma  globulin  if  they  are  to  visit  a de- 
veloping country  or  leave  the  usual  touristic 
routes;  travelers  remaining  abroad  for  longer 
periods  of  time  should  receive  prophylactic 
gamma  globulin  every  five  months.  When  a 
common  source  (food,  water)  epidemic  is  sus- 
pected all  individuals  exposed  to  the  source 
should  be  treated.  On  the  other  hand,  gamma 
globulin  is  not  indicated  for  the  usual  casual 
office,  factory  or  school  contact  when  the 
exposure  is  minimal.  In  a hospital  environ- 
ment good  hygienic  practices  and  continuing 
educational  programs  should  obviate  the  rou- 
tine use  of  gamma  globulin.  The  recommend- 
ed doses  of  gamma  globulin  are  recorded  in 
table  2. 

It  is  not  likely  that  a vaccine  for  active  im- 
munization against  infections  with  virus  A 
will  be  developed  and  licensed  in  this  decade. 
Previous  experience  with  other  vaccines  in- 
dicates that  an  interval  period  from  seven  to 
nine  years  is  required  between  isolation  of  the 
virus  and  the  availability  of  a licensed  vac- 
cine.74 


TABLE  2 

Guidelines  for  dosage  of  gamma  globulin  (ml) 


Weight  (lbs.) 

regular  contact 

traveler 

50  or  less 

0.5 

1.0 

50  to  100 

1.0 

2.5 

over  100 

2.0 

5.0 

Prevention  of  Hepatitis  B 

The  main  transmission  route  for  hepatitis 
B virus  is  through  parenteral  inoculation  of 
contaminated  plasma;  however,  non-parenteral 
routes  have  been  identified  more  frequently 
than  previously  suspected.  Therefore,  the 
general  hygienic  methods  detailed  in  preven- 
tion of  hepatitis  A should  be  followed  in 
handling  patients  known  to  have  hepatitis  B.76 
Used  injection  equipment  should  be  kept  in 
labeled  containers  and  handled  with  precau- 
tion before  disposing  of  it.  The  use  of  dis- 
posable needles  and  syringes  is  an  important 
step  towards  diminishing  the  risk  of  exposure. 
Overfilling  of  tubes  and  spillage  of  blood  is  to 
be  avoided.  When  blood  is  spilled,  the  area 
should  be  washed  thoroughly  and  disinfected 
with  a solution  of  sodium  hypochlorite  (e.g. 
Clorox  or  similar  substance).  These  precau- 
tions should  be  followed  in  the  handling  of  all 
blood  specimens,  even  those  known  to  be 
HBAg  negative,  since  they  may  still  contain 
small  amounts  of  viral  particles  capable  of 
transmitting  the  disease. 

The  mortality,  morbidity  and  cost  of  post 
transfusion  hepatitis  is  formidable  and  con- 
stitutes a major  world  wide  public  health 
problem.  Its  prevention  could  be  facilitated 
by  implementing  the  following  steps:  1. 
screening  of  all  units  of  blood  for  the  presence 
of  HBAg,  2.  avoiding  paid  donors  as  the 
source  of  blood,  and  3.  reducing  the  use  of 
unnecessary  transfusions.  Since  it  was  real- 
ized that  blood  containing  HBAg  was  asso- 
ciated with  a very  high  incidence  of  hepati- 
tis,15,77 screening  of  blood  donors  with  HBAg 
testing  has  become  routine  in  most  blood 
banks.  The  exclusive  use  of  HBAg  negative 
blood  has  decreased  the  incidence  of  post 
transfusion  hepatitis,  but  has  not  achieved 
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complete  prevention.15-59  This  is  explained  by 
a low  sensitivity  of  our  present  laboratory 
methods.  Hepatitis  B (with  positive  HBAg) 
has  been  documented  in  some  patients  receiv- 
ing HBAg  negative  blood. 15,59,78  It  would 
seem  that  more  sensitive  technics  will  detect 
more  antigen  and  thus  decrease  the  incidence 
of  transfusion  hepatitis.  Such  a sequential  ef- 
fect of  reducing  the  incidence  of  hepatitis  by 
using  a more  sensitive  test  has  already  been 
studied.58,79  To  date  the  results  are  conflicting. 
No  doubt  that  a sensitive,  simple  and  inexpen- 
sive laboratory  method  is  needed  that  will  be 
practical  and  effective  in  screening  all  “infec- 
tive donors”. 

The  second  important  step  for  preventing 
transfusion  hepatitis  is  to  avoid  paid  donors  as 
a source  of  blood  since  they  carry  a higher 
hepatitis  risk  to  the  recipient.  In  a prospective 
study  it  has  been  shown  that  HBAg  negative 
blood  obtained  from  paid  donors  was  respon- 
sible for  significantly  more  cases  of  hepatitis 
than  blood  obtained  from  volunteers.59  There- 
fore, an  eventual  goal  should  be  to  depend 
only  on  volunteers  as  regular  suppliers  of 
blood  banks.  Education  of  the  general  public 
would  also  be  of  value,  since  an  informed  pa- 
tient would  insist  on  receiving  blood  from 
volunteers  only,  thereby  diminishing  their  risk 
of  post-transfusion  hepatitis.  The  third  factor 
placing  the  recipient  at  high  risk  is  related  to 
the  volume  of  transfused  blood  since  there  is  a 
high  correlation  between  the  number  of  trans- 
fused units  and  the  risk  of  transfusion  hepati- 
tis.80 Therefore,  the  indications  for  a trans- 
fusion should  be  carefully  considered.  The 
use  of  previously  frozen  reconstituted  ery- 
throcytes have  been  shown  to  carry  a smaller 
risk  of  hepatitis  transmission.86'87  This  could 
be  of  value  in  elective  cases,  particularly  in 
hemodialysis  units,  but  it  is  not  indicated  in 
patients  in  need  of  emergency  blood  replace- 
ment. 

Earlier  reports  indicated  that  conventional 
gamma  globulin  given  at  the  time  of,  or  short- 
ly after  transfusion  decreased  the  incidence  of 
hepatitis.81,82  However,  more  recent  and  bet- 
ter controlled  studies  failed  to  sustantiate  such 


a beneficial  effect.80,83  As  a result  of  these 
studies,  it  is  now  considered  that  routine  use 
of  gamma  globulin  does  not  appear  to  be  in- 
dicated in  patients  receiving  blood  or  blood 
products.  Similar  tentative  conclusions  have 
been  reached  regarding  medical  or  paramedical 
personnel  after  accidental  needlestick  inocula- 
tion.73 Katz  et  al84  added  gamma  globulin 
(modified  for  intravenous  use)  to  the  admin- 
istered blood  and  was  able  to  show  a decreased 
incidence  of  hepatitis  in  recipients  of  this 
preparation  when  compared  to  matched  con- 
trols. However,  the  present  availability  of 
gamma  globulin  would  not  permit  universal, 
routine  use  of  this  preparation. 

Gamma  globulin  containing  a high  titer  of 
HBAb  (hepatitis  B immune  globulin  or  HBIG) 
was  initially  obtained  from  the  plasma  of  a 
hemophiliac  patient.  It  can  be  prepared  from 
the  plasma  of  drug  addicts  and  paid  donors 
which  are  known  to  have  high  titers  of 
HBAb.52,57  This  gamma  globulin  preparation 
has  been  shown  to  effectively  protect  children 
inoculated  with  hepatitis  B virus,61  decrease 
the  incidence  of  endemic  hepatitis  B (usually 
acquired  by  non  parenteral  means)  among 
soldiers  stationed  in  Korea62  and  has  been  use- 
ful in  preventing  hepatitis  among  patients  re- 
ceiving at  least  one  unit  of  HBAg  positive 
blood.78  Studies  to  assess  the  efficacy  and  safety 
of  hepatitis  B immune  gamma  globulin  are  now 
in  progress. 

Conclusion 

Viral  hepatitis  is  a common  disease  that 
usually  follows  an  asymptomatic  anicteric 
course,  particularly  in  children.  The  discovery 
of  hepatitis  B antigen  has  provided  a marker 
which  has  helped  to  broaden  our  understand- 
ing of  the  epidemiology  of  hepatitis  B virus  in- 
fections. Studies  on  a similar  antigen  for  hep- 
atitis A have  yet  to  be  expanded.  Additional 
studies  will  be  needed  to  place  in  perspective 
the  significance  of  the  hepatitis  B antigen  sub- 
types.  The  association  of  HBAg  with  some 
types  of  chronic  hepatitis  is  intriguing  and 
opens  the  possibility  that  the  hepatitis  B virus 
may  be  responsible  for  this  type  of  disease. 
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Perhaps  this  may  be  the  missing  etiologic  link 
for  some  cases  of  cryptogenic  cirrhosis. 

It  is  evident  that  more  research  is  needed  to 
make  simple  and  effective  measures  available 
which  will  detect  the  presence  of  hepatitis 
virus  in  the  blood  of  potential  donors.  It  is 
these  undetected  and  infected  blood  donors 
that  have  significantly  added  to  the  morbidity 
and  mortality  of  sick  and  debilitated  patients 
by  transmission  of  the  hepatitis  virus.  The  ef- 
ficacy of  hepatitis  B immune  gamma  globulin 
for  protection  against  hepatitis  B is  now  being 
tested  on  large  human  populations. 
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Hereditary  Spherocytosis 


The  cooperation  of  physicians  is  requested 
in  the  referral  of  patients  with  hereditary 
spherocytosis  in  need  of  splenectomy  for  a 
study  of  the  effects  of  hemolysis  on  hepatic 
function  being  conducted  by  the  National  In- 
stitute of  Arthritis,  Metabolism,  and  Digestive 
Diseases’  Section  on  Diseases  of  the  Liver  at 
the  Clinical  Center,  National  Institutes  of 
Health,  Bethesda,  Maryland. 

Patients  will  undergo  studies  of  bilirubin 
production  and  other  aspects  of  hepatic  func- 


tion. Following  these  baseline  studies  splenec- 
tomy will  be  performed  when  clinically  indi- 
cated for  the  management  of  hemolysis.  Phy- 
siologic studies  will  be  repeated  during  the 
post-operative  recovery  period. 

Physicians  interested  in  having  their  patients 
considered  for  admission  to  this  study  may 
write  or  telephone:  Paul  D.  Berk,  M.D., 
Clinical  Center,  Room  4D-52,  National  Insti- 
tutes of  Health,  Bethesda,  Maryland  20014, 
Telephone:  Area  Code  301  496-1721. 
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Transpubic  Repair  of  Proximal  Urethral  Strictures 


The  transpubic  technique  has 
given  excellent  results  in  cases 
of  stricture  where  the  conven- 
tional approach  failed. 

SEVERE  STRICTURES  of  the  male  ure- 
thra interfere  with  normal  micturition  and 
are  often  complicated  by  urinary  tract  infec- 
tions and  urinary  retention.  Fortunately,  the 
majority  of  strictures  can  be  satisfactorily 
treated  with  occasional  urethral  dilatation  or 
internal  urethrotomy.  However,  in  a minority 
of  the  patients  afflicted  with  urethral  strictures, 
these  measures  fail  to  restore  normal  voiding, 
must  be  repeated  very  frequently,  or  are  asso- 
ciated with  intolerable  complications  such  as 
systemic  sepsis  and  excruciating  pain.  Open 
surgical  repair  of  the  diseased  urethra  is  then 
required.  If  the  affected  area  is  in  the  distal 
urethra,  repair  is  accomplished  with  relative 
ease.  On  the  other  hand,  surgical  correction 
of  strictures  of  the  membranous  male  urethra 
is  extremely  challenging.  The  procedure  is 
difficult  because  of  the  suboptimal  exposure 
of  the  membranous  urethra  afforded  the  sur- 
geon either  from  the  suprapubic  or  perineal 
approach.  Although  several  good  perineal  ure- 
throplasties designed  to  repair  proximal  stric- 
tures have  been  described,  all  of  these  are  as- 
sociated with  a high  failure  rate.1'5 

Our  recent  experience  with  transpubic  re- 
pair of  proximal  urethral  strictures  has  con- 
vinced us  that  this  approach  to  the  problem 
is  clearly  superior  to  the  conventional  meth- 
ods. We  present  three  cases  in  which  severe 
strictures  were  satisfactorily  repaired  utilizing 
this  technique.  In  each  patient,  perineal  repair 
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had  either  failed  or  was  contraindicated  be- 
cause of  impending  marriage  which  placed  an 
even  higher  than  usual  premium  on  potency. 
We  do  not  claim  to  have  originated  this  pro- 
cedure but  do  recommend  it  highly  in  selected 
patients  and  hope  to  help  popularize  it  with 
this  report.  The  transpubic  approach  to  the 
prostate  gland  was  described  by  Walker6  in 
1921.  Pierce7  and  Waterhouse8  have  both 
described  transpubic  urethroplasties. 

Surgical  Technique 

The  technique  is  basically  that  used  by 
Waterhouse.8  Figure  1-A  illustrates  the  scar 
before  repair,  and  Figure  1-B  demonstrates 
the  anatomy  after  urethroplasty.  The  patient 
is  placed  in  a supine  position  with  his  hips 
flexed  and  externally  rotated,  and  the  knees 
flexed  so  as  to  expose  the  perineum.  A trans- 
verse or  vertical  midline  lower  abdominal  in- 
cision is  made  to  expose  the  space  of  Retzius 


Fig.  1.  (A)  Note  the  area  of  scar  between  the  prostate 
and  the  urethra. 

(B)  Note  the  urethra  has  been  passed  between  the 
crura  above  the  scar  and  is  anastomosed  directly  to 
the  prostate. 

and  the  pubis.  The  pubectomy  is  performed 
subperiosteally.  The  pubic  rami  should  not 
be  spread  since  this  maneuver  can  cause  post- 
operative sacro-iliac  pain.  The  superior  and 
inferior  pubic  rami  are  transected  bilaterally. 
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Care  is  exercised  to  avoid  injury  to  the  obtura- 
tor vessels  and  nerve  and  the  dorsal  vein  of 
the  penis.  After  the  prostatic  capsule  has  been 
exposed,  a curved  steel  sound  is  passed  through 
a cystotomy  into  the  prostatic  urethra  to  de- 
fine the  proximal  border  of  the  stricture.  An 
incision  is  made  through  the  anterior  capsule 
and  parenchyma  of  the  prostate  proximal  to 
the  stricture.  The  distal  urethra  is  then  di- 
vided one  centimeter  distal  to  the  scar  and 
mobilized  through  a perineal  incision  all  the 
way  to  the  glans  penis.  The  free  end  of  the 
distal  urethra  is  passed  between  the  crura  an- 
terior to  the  scar  (Fig.  1-B).  Then  under  di- 
rect vision  it  is  easy  to  accomplish  a mucosa- 
to-mucosa  anastomosis  between  the  mobilized 
distal  urethra  and  the  incised  anterior  prostatic 
urethra  without  tension.  A urethral  catheter 
is  left  in  place  for  three  to  five  days  and  a 
suprapubic  tube  for  two  to  three  weeks.  A 
voiding  cystourethrogram  with  contrast  in- 
stilled through  the  suprapubic  tube  is  per- 
formed before  removal.  If  the  anastomosis  is 
patent  and  there  is  no  extravasation  of  con- 
trast, the  tube  is  removed;  if  not  the  study  is 
repeated  in  one  week. 

Case  Report  #1 

K.H.  (U.Va.  #66  74  53),  a 12-year-old 
white  male,  was  struck  by  a bus  on  10-30-71 
and  suffered  a fractured  pelvis  and  an  avulsion 
of  the  membranous  urethra.  A primary  repair 
done  through  an  abdominal  perineal  approach 
failed.  On  6-7-72,  he  underwent  a first  -stage 
perineal  scrotal  flap  urethroplasty  which  also 
failed.  On  2-10-73,  he  had  a transpubic  ure- 
throplasty. Postoperative  voiding  cystoure- 
throgram was  satisfactory.  He  is  currently 
asymptomatic  except  for  minor  stress  incon- 
tinence during  strenuous  exercise.  He  voids 
to  completion,  his  urine  is  sterile  and  he  has  re- 
quired no  dilatations. 

Cormnent:  This  boy  who  had  experienced 
failures  of  a primary  repair  and  a secondary 
perineal  urethroplasty  was  scheduled  to  have 
a permanent  urinary  diversion.  Fortunately,  a 
transpubic  urethroplasty  was  done  instead  and 
he  had  a satisfactory  result. 


Case  Report  # 2 

T.K.  (U.Va.  #47  81  17)  is  a 29-year-old 
white  male  who  had  suffered  a urethral  injury 
in  a vehicular  accident  in  1960.  Primary  re- 
pair was  done  and  failed.  He  had  a long  prox- 
imal urethral  stricture  and  had  been  treated 
with  a cutaneous  vesicostomy  for  the  last  10 
years.  On  7-17-72,  he  underwent  a transpubic 
repair  of  his  urethral  stricture  and  closure  of 
his  vesicostomy.  Postoperative  urethrograms 
were  satisfactory,  and  on  9-26-73  his  peak 
urinary  flow  rate  was  50  cc  per  second  (nor- 
mal 18  cc  per  second).  His  urine  is  sterile 
and  he  has  no  urinary  symptoms. 

Comment : This  patient  had  lived  with  a 
urinary  diversion  for  1 3 years  because  his  orig- 
inal repair  failed  and  he  feared  (perhaps  in- 
correctly) impotency  after  a second  perineal 
procedure.  He  is  now  asymptomatic,  potent, 
and  voids  at  a supra-normal  flow  rate. 

Case  Report  #3 

P.S.  (U.Va.  #72  58  71)  is  a 24-year-old 
white  male  who  was  in  a vehicular  accident 
in  June  1972  and  suffered  a pelvic  fracture  and 
proximal  urethral  injury.  He  was  initially 
treated  with  a urethral  catheter.  After  re- 
moval of  the  catheter,  he  had  hesitancy,  fre- 
quency and  urgency.  In  October  1973  and 
January  1974  he  had  gross  hematuria  and  urin- 
ary tract  infections.  In  January  his  peak  urine 
flow  was  2 cc  per  second.  Urethrogram  re- 
vealed a long,  tortuous  narrow  stricture  of  the 
membranous  and  bulbous  urethra.  The  stric- 
ture could  not  be  dilated.  On  1-15-74,  a trans- 
pubic repair  of  the  stricture  was  performed. 
The  postoperative  voiding  cystourethrogram 
was  satisfactory  and  maximum  flow  rate  was 
29  cc  per  second. 

Comment:  This  young  man  with  a severe 
stricture  that  could  not  be  dilated  was  engaged 
to  be  married.  The  transpubic  operation  re- 
paired his  stricture  in  one  stage  and  preserved 
his  potency. 

Discussion 

We  feel  that  the  transpubic  urethroplasty  to 
repair  severe  strictures  of  the  proximal  male 
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urethra  is  an  excellent  procedure  which  offers 
several  advantages  over  the  standard  perineal 
approaches.  The  exposure  is  superior.  The 
area  of  scar  is  bypassed.  The  anastomosis  is 
made  without  tension  under  direct  vision  so 
that  normal  healthy  mucosa  is  sutured  to  nor- 
mal healthy  mucosa,  and  primary  healing  in- 
variably follows.  It  is  a one-stage  procedure. 
The  patients  have  not  been  rendered  impotent 
and  surprisingly  no  serious  incontinence  has 
occurred.  All  patients  have  voided  satisfactor- 
ily after  repair.  None  of  the  patients  has  re- 
quired urethral  dilatation  nor  had  any  ortho- 
pedic disability. 

Summary 

Three  cases  of  difficult  proximal  urethral 
stricture  successfully  repaired  by  the  trans- 
pubic  technique  of  Waterhouse  are  presented. 
We  have  found  this  procedure  to  be  highly 
effective  and  recommend  it  for  use  in  patients 
with  similar  strictures. 
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Driving  Tip 


Using  jumper  cables  to  start  a car  with  a 
dead  battery  is  a familiar  scene  in  the  winter. 
It  is  also  a dangerous  scene.  Too  often  the 
battery  explodes  causing  eye  damage,  facial 
disfigurement,  and  even  death.  The  Virginia 
Society  for  the  Prevention  of  Blindness  urges 
motorists  to  use  the  correct  procedures  in 
jump  starting  a car  to  avoid  possible  tragedy. 

The  first  step  is  to  remove  the  vent  caps 
of  both  batteries  and  cover  the  vents  with  a 


cloth.  Attach  the  red  cable  to  the  positive 
terminal  of  the  “dead”  battery,  then  to  the 
positive  terminal  of  the  “live”  (booster)  bat- 
tery. Next,  the  black  cable  should  be  attached 
to  the  negative  terminal  of  the  “live”  battery, 
then  to  the  engine  block  of  the  car  with  the 
“dead”  battery.  The  steps  should  be  reversed 
in  removing  the  cables.  Before  attempting  to 
“jump  start”  a foreign  car,  read  the  owner’s 
manual. 
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Depression  in  Medical  Practice 


Depression  is  a frequent  compli- 
cation of  organic  disease.  About 
a fourth  of  hospitalized  medical 
and  surgical  patients  referred  for 
psychiatric  evaluation  were  found 
to  have  depression.  Much  can  be 
done  for  them  with  accurate  di- 
agnosis and  appropriate  treat- 
ment. 

LINICAL  DEPRESSION  in  the  medical 
and  surgical  patient  all  too  often  goes  un- 
recognized. Not  only  does  it  seldom  appear 
in  the  general  medical  and  surgical  population 
in  the  classic  form  observed  in  the  psychiatric 
patients,1  but  it  is  easily  confused  with  the  nor- 
mal and  appropriate  despond  that  most  people 
experience  when  they  fall  ill  and  are  faced  with 
the  inconvenience,  expense,  discomfort  and 
anxiety  necessarily  connected  with  their  being 

ill. 

The  medical  and  surgical  patient  with  clin- 
ical depression  is  not  abject,  although  he  may 
seem  apathetic  and  report  a feeling  of  help- 
lessness. He  anticipates  help  from  his  physi- 
cian, however,  and  clings  to  relationships  with 
other  people,  making  an  effort  to  maintain 
ties  with  the  outside  world.  His  depression  is 
likely  to  be  manifested  in  bodily  complaints. 

Frequency 

Although  it  is  difficult  to  assess  the  incidence 
of  depression  among  medical  and  surgical  pa- 
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dents,  the  extent  of  the  problem  is  indicated 
by  the  number  of  patients  who  were  found  by 
a psychiatric  consultant  to  be  depressed  after 
admission  for  non-psychiatric  reasons  in  four 
large  medical  centers.  Wilson  and  Meyer2  re- 
port 15  percent  of  patients  at  the  Johns  Hop- 
kins Hospital  so  referred;  Kornfeld  and  Feld- 
man,3 21  percent  from  Columbia-Presbyterian; 
Schwab  and  associates,4  28  percent  from  the 
Hospital  of  the  University  of  Florida;  and 
Ripley,5  28  percent  from  the  New  York  Hos- 
pital. From  these  reports  it  is  apparent  that 
about  one-fourth  of  hospitalized  medical  pa- 
tients referred  for  psychiatric  consultation  are 
depressed. 

Relationship  between  Depression  and 
Physical  Illness 

As  Schwab6  points  out,  depression  may  sim- 
ulate, precede,  accompany  and/or  follow  phys- 
ical illness.  He  reported  that  although  de- 
pression occurs  in  medical  illness  of  all  levels 
of  severity,  the  more  severe  the  illness  is,  the 
more  severe  the  depression.  He  found  depres- 
sion in: 

20%  of  patients  with  no  physical  illness; 

25%  of  patients  with  minor  physical  illness; 
and 

55%  of  patients  with  severe  physical  illness 

Symptoms 

The  symptoms  of  depression  most  com- 
monly found  in  a medical  inpatient  population 
are:7  1.  somatic  preoccupation  in  86  percent 
of  the  depressed  medical  inpatients;  2.  psycho- 
motor retardation  in  82  percent;  3.  irritability 
in  78  percent;  4.  anxiety-tension  in  76  per- 
cent; and  5.  insomnia  in  68  percent. 

The  gastrointestinal  tract  is  the  most  com- 
mon site  of  somatic  symptoms  among  depress- 
ed medical  patients;8  the  physician  engaged  in 
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gastroenterology  can  expect  to  diagnose  de- 
pression frequently.  Five  symptoms  distinguish 
the  depressed  GI  patient  from  the  non-de- 
pressed:  headache;  chest  pain;  a decreased  in- 
terest in  sex;  guilt;  and  self-hate.9  The  af- 
fective symptoms  of  guilt  and  self-hate  reflect 
the  loss  of  self-esteem  central  to  depression. 
Thus  to  identify  depression  in  his  patients  with 
gastrointestinal  complaints  the  physician 
should  be  alert  to  syndromes  in  which  loss  of 
self-esteem  and  extended  somatic  symptom- 
atology are  present. 

Classification 

There  are  many  types  of  depression.  It  is 
important  that  they  be  differentiated  since 
each  responds  differently  to  the  several  avail- 
able treatment  modalities. 

I will  present  a classification  of  depression 
I believe  to  be  practical  in  selecting  the  appro- 
priate treatment.  The  first  distinction  that 
needs  to  be  made  is  that  between  neurotic  and 
psychotic  depressions.  It  is  also  important  to 
make  within  these  two  categories  a distinction 
between  the  reactive  and  the  endogenous  com- 
ponents of  the  depressions.  In  general,  neu- 
rotic depressions  are  reactive  and  psychotic 
depressions  are  endogenous,  but  this  is  not  a 
hard  and  fast  rule.  One  could  find  reactive 
elements  in  a psychotically  depressed  patient; 
conversely,  there  may  be  endogenous  com- 
ponents in  a neurotically  depressed  patient.  In 
practical  clinical  terms  one  could  say  that  de- 
pressions of  the  endogenous  type  have  vege- 
tative signs— changes  in  habits  of  sleeping, 
eating,  and  eliminating.  The  key  word  here  is 
change , because  although  the  typically  de- 
pressed patient  presents  with  anorexia,  weight 
loss,  constipation,  insomnia,  and  decreased  sex- 
ual interest,  other  depressed  individuals  eat 
too  much,  gain  weight,  and  complain  of  diar- 
rhea or  hypersomnia;  the  changes  may  be  in 
either  direction.  The  same  observation  applies 
to  psychomotor  retardation  or  agitation.  Al- 
though we  are  accustomed  to  seeing  depressed 
patients  with  psychomotor  retardation  we 
should  keep  in  mind  that  part  of  the  manifes- 


tation of  depression  in  some  of  them  may  be 
psychomotor  agitation. 

The  vegetative  signs  described  may  reflect 
changes  in  the  metabolism  of  the  biogenic 
amines  in  the  brain.  These  changes  are  impor- 
tant in  the  genesis  of  certain  affective  disor- 
ders. Bueno  and  Himwich10  propose  that  for 
normal  functioning  there  is  an  optimal  ratio 
of  serotonin  to  norepinephrine  in  the  central 
nervous  system.  When  this  ratio  is  altered  in 
either  direction  it  produces  mood  disturbance. 
Variations  in  the  balance  between  serotonin 
and  norepinephrine  could  account  for  the 
clinical  differences  in  the  subgroups  of  depres- 
sions. Thus,  in  their  view,  the  agitation  and 
somatization  of  the  depressive  illnesses  is 
adrenergic  in  quality,  with  tachycardia,  in- 
somnia, loss  of  libido,  anorexia,  anxiety,  and 
gastrointestinal  abnormalities.  These  symptoms 
could  be  accounted  for  by  an  increase  in  nore- 
pinephrine compared  to  serotonin.  On  the 
other  hand,  depressions  with  profound  sadness, 
lack  of  interest,  retardation,  decreased  vitality, 
suicidal  thoughts,  and  hopelessness  may  be  the 
result  of  a relative  increase  in  serotonin. 

To  summarize,  there  are  neurotic  and  psy- 
chotic depressions  which  may  have  either  en- 
dogenous or  reactive  components  and  which 
may  be  present  in  a pattern  of  either  retarda- 
tion or  agitation. 

There  are  other  important  distinctions  be- 
tween neurotic  and  psychotic  depression,  and 
between  the  reactive  and  endogenous  com- 
ponents in  each  of  these  two  groups,  as  fol- 
lows: 

Neurotic  depression:  1.  environmental 
stress  is  almost  always  contributory*;  2. 
guilt  for  real  or  fancied  misdeeds  is  likely  to 
be  absent*;  3.  retardation  or  agitation  is 
likely  to  be  absent  or  mild;  4.  symptoms 
worsen  as  the  day  goes  on*;  5.  vegetative 
signs  (changes  in  eating  and  bowel  habits) 
are  likely  to  be  absent  or  slight*;  6.  sleep 
disturbance  is  absent  or  mild,  involving  only 
difficulty  in  falling  asleep  with  the  best  sleep 
coming  in  the  early  morning  hours*;  7.  the 

* Clinical  characteristics  of  reactive  depression. 
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family  history  gives  little  or  no  evidence  of 
similar  disturbances*;  8.  the  mood  disturb- 
ance is  usually  mild  or  moderate;  9.  the 
ability  to  carry  on  normal  activities  is  rela- 
tively intact;  10.  the  ability  to  perceive  the 
environment  and  to  respond  to  it  appropri- 
ately (reality  testing)  is  relatively  intact; 
and  11.  delusions  and  hallucinations  are  ab- 
sent. 

Psychotic  depression:  1.  environmental  stress 
is  not  usually  related**;  2.  guilt  for  real  or 
fancied  misdeeds  is  likely  to  be  present**; 

3.  retardation  or  agitation  is  likely  to  be 
present  and  severe**;  4.  symptoms  are  most 
severe  in  the  mornings,  improving  as  the  day 
goes  on**;  5.  vegetative  signs  (changes  in 
eating  and  bowel  habits)  are  typically  pres- 
ent and  severe;  6.  sleep  disturbance  is  like- 
ly to  be  present  and  severe;  early  morning 
awakening  is  usual**;  7.  the  family  history 
reports  similar  disturbances**;  8.  the  mood 
disturbance  is  severe;  9.  the  ability  to  carry 
on  normal  activities  is  markedly  disturbed; 
10.  the  ability  to  perceive  the  environment 
and  to  respond  appropriately  to  it  (reality 
testing)  is  markedly  disturbed;  11.  delusions 
and  hallucinations  are  often  present. 

Diagnosis 

The  physician  should  be  able  to  obtain  the 
psychosocial  information  he  needs  to  evaluate 
the  depressed  medical  or  surgical  patient  by 
means  of  the  same  basic,  systematic  interview- 
ing techniques  he  uses  in  taking  any  good 
medical  history.  He  should  ask  such  questions 
as  the  following:11 

1.  How  do  you  feel  in  general?  How  are 
your  spirits?  Do  you  feel  low  or  blue? 
Is  this  a change  from  the  way  you  usual- 
ly feel? 

2.  Do  your  symptoms  change  in  any  way 
as  the  day  goes  on?  Is  there  any  pattern 
to  these  changes? 

3.  What  do  you  think  the  future  holds? 

* Clinical  characteristics  of  reactive  depression. 

**  Clinical  characteristics  of  endogenous  de- 
pression. 


4.  Do  you  have  any  idea  who  or  what 
might  be  responsible  for  these  troubles 
of  yours? 

5.  Do  you  ever  wonder  if  life  is  worth  liv- 
ing? Have  you  ever  considered  doing 
away  with  yourself?  (With  an  affirma- 
tive answer)  How?  Do  you  have  any- 
thing available  you  could  use  to  destroy 
yourself?  What?  Have  you  ever  ac- 
tually attempted  suicide?  When  and 
how? 

Management  of  Depression 

The  general  approach  to  the  treatment  of 
depression  in  medical/surgical  patients  calls 
for  a comprehensive  program,12  including  psy- 
chotherapy, drug  therapy,  hospitalization 
when  needed,  and  environmental  manipula- 
tion. Psychotherapy  does  not  mean  psychiatric 
referral;  open  discussions  between  doctor  and 
patient  should  focus  on  the  factors  that  pro- 
duced the  depression.  The  physician  must 
identify  the  environmental  forces  that  con- 
tribute to  it,  and  search  for  ways  in  which  to 
modify  the  environment  so  that  it  will  be  sup- 
portive. 

Case  Report 

The  case  of  a 62-year-old  woman  patient  at 
the  poverty  level  demonstrates  how  well  a 
multiplicity  of  severe  physical  problems  can 
be  borne  when  attendant  depression  is  dealt 
with,  and  how  dependent  a patient  in  the 
plight  indicated  often  is  on  the  physician’s 
sensitivity  to  her  emotional  state. 

This  woman  presented  with  weakness,  diz- 
ziness, and  active  upper  gastrointestinal  bleed- 
ing. In  rapid  succession  a gastric  ulcer,  infil- 
trating ductal  carcinoma  of  the  breast,  adult 
onset  diabetes  mellitus,  and  hypertensive  ar- 
teriosclerotic cardiovascular  disease  with 
mild  congestive  heart  failure  and  mild 
renal  insufficiency  were  revealed,  and  the  grav- 
ity of  her  condition  was  rather  unfeelingly 
communicated  to  her.  The  shocking  implica- 
tions of  her  diagnosis  and  the  discomfort  of 
her  mastectomy  and  the  other  procedures  she 
underwent  were  almost  outweighed  in  her 
mind  by  the  great  difficulty  of  regular  travel 
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to  the  hospital  from  her  home  many  miles 
away,  and  the  loss  of  self-esteem  connected  in 
the  thinking  of  this  honest  and  hitherto  self- 
reliant  woman  with  her  inability  to  pay  for 
her  care  or  to  return  the  kindness  of  doctors 
and  others.  Within  three  months  of  her  first 
medical  crisis  she  lost  interest  in  her  custom- 
ary daily  activities,  lacked  the  energy  to  do 
her  housework,  felt  tired  despite  adequate 
sleep,  and  had  frequent  crying  spells.  When  a 
physician  at  the  Medical  Clinic  reviewed  her 
situation  after  six  months,  a diagnosis  of  situa- 
tional depression  relating  to  her  social  and 
medical  problems  was  made,  and  he  initiated 
and  took  charge  of  coordinating  a comprehen- 
sive program  to  relieve  it.  This  involved  so- 
cial service  help  with  the  obtaining  of  medi- 
cines and  the  arrangements  for  bus  travel,  and 
weekly  supportive  therapy  with  a monitoring 
of  her  medications,  in  addition  to  the  specific 
medical  treatment  she  was  already  getting,  such 
as  chemotherapy  and  estrogen  administration. 
Within  a few  months  this  patient,  although 
still  burdened  by  many  physical  infirmities, 
to  which  small  bilateral  cateracts  had  by  now 
been  added,  resumed  her  daily  activities  and 
actually  reported  a stable  feeling  of  well  being. 

Indications  for  Drug  Treatment 

Drug  treatment  is  not  indicated  for  every- 
one who  is  depressed;  some  patients  need  no 
specific  treatment  with  drugs,  and  all  probably 
require  other  treatments  as  well.  If  drugs  are 
to  be  used,  the  physician  will  heed  the  grow- 
ing opinion  that  retarded,  psychotic,  or  endo- 
genous depressions  are  best  treated  with  tri- 
cyclic antidepressants.  The  value  of  these  is 
less  striking  in  other  depressive  syndromes,  in 
which  they  may  be  less  effective  than  other 
drugs.  Experimental  evidence  suggests  that  in 
the  most  common  anxious,  reactive,  or  neurotic 
depressions  anti-anxiety  drugs  such  as  Diaze- 
pam and  anti-psychotic  drugs  such  as  Thiori- 
dazine—or  even  placebo— may  be  as  effective 
as  the  tricyclics  or  even  more  effective. 

The  following  schema  based  on  the  severity 
of  depression  as  a determinant  is  proposed  by 
Hollister:13 


1.  Mild  reactive  depression:  supportive 
psychotherapy 

2.  Moderate  depression,  with  symptoms  of: 

a.  Anxiety:  benzodiazepines,  i.e.  Di- 

azepam 5-60  mg.  per  day,  divided 
into  2-4  doses 

b.  Severe  anxiety  or  agitation:  Thiori- 

dazine 20-200  mg.  per  day,  divided 
into  2-4  doses 

c.  Retardation:  tricyclic  antidepres- 

sants, i.e.  amitriptyline  50-150  mg. 
per  day,  divided  into  2-4  doses 

d.  Psychosis:  tricyclic  antidepressants 

—antipsychotic  drugs  combination, 

i.e.  amitriptyline  50-150  mg.  per 
day  and  perphenazine  8-24  mg.  per 
day,  both  divided  into  2-4  doses 

3.  Severe  depression  with  suicidal  risk: 
electroconvulsive  therapy  followed  by 
appropriate  drug 

References 

1.  Schwab,  J.  J.  et  al.:  Diagnosing  Depression 

in  Medical  Inpatients.  Ann.  Int.  Med.  67: 
4,695,  1967. 

2.  Wilson,  M.  S.  and  Meyer,  E.:  Diagnostic 

Consistency  in  a Psychiatric  Liaison  Serv- 
ice. Am.  J.  Psychiat.  119:3,  207,  1962. 

3.  Kornfeld,  D.  S.  and  Feldman,  M.:  The  Psy- 

chiatric Service  in  the  General  Hospital. 
New  York  State  J.  M.  65:11,  1332,  1965. 

4.  Schwab,  J.  J.,  Clemmons,  R.  S.,  et  al.:  Diff- 

erential Characteristics  of  Medical  Inpa- 
tients Referred  for  Psychiatric  Consulta- 
tion: a Controlled  Study.  Psychosom. 
Med.  27:2,  112,  1965. 

5.  Ripley,  H.  S.:  Depressive  Reactions  in  a 

General  Hospital:  a Study  of  150  Cases. 
J.  Nerv.  Ment.  Dis.  105:607,  1947. 

6.  Schwab,  J.  J.:  Depression  in  Medical  and 

Surgical  Patients.  In  Depression  in  Med- 
ical Practice,  Enelow,  A.  J.  (ed),  West 
Point,  Pa.,  Merck  & Co.,  1970,  pp.  109-137. 

7.  Schwab,  J.  J.:  Handbook  of  Psychiatric 

Consultation.  New  York,  Appleton-Cen- 
tury-Crofts,  1968,  pp.  214-227. 

8.  Rice,  D.:  Somatic  Syndromes  Causing  De- 

pressive State.  Practitioner  183:49,  1959. 

9.  Schwab,  J.  J.,  Brown,  J.  M.  and  Holzer,  C. 

E.:  Depression  in  Medical  Inpatients  with 
Gastrointestinal  Disease.  Am.  J.  Gastro- 
enterol. 49:  2,  146,  1968. 


Volume  102,  February,  1975 


139 


10.  Bueno,  J.  R.  and  Himwich,  H.  E.:  A Dualis- 

tic  Approach  to  Some  Biochemical  Prob- 
lems in  Endogenous  Depressions.  Psycho- 
somatics  8,  82-94,  1967. 

11.  Storrow,  H.  A.:  The  Diagnosis  of  Depres- 

sion: Recognizing  the  Depressed  Patient. 
In  Depression  in  Medical  Practice,  Enelow, 
A.  J.  (ed.)  West  Point,  Pa.,  Merck  & Co., 
1970,  pp.  21-38. 


12.  Schwab,  J.  J.  and  Brown,  J.:  Treating  Anx- 

iety and  Depression.  Postgrad.  Med.  44: 
6,  60,  1968. 

13.  Hollister,  L.:  Clinical  Use  of  Psychothera- 

peutic Drugs.  Springfield,  111.,  Charles  C. 
Thomas,  1973. 


Box  203,  University  of  Virginia  Medical  Center 
Charlottesville , Virginia  22901 


Continuing  Education  Program 


The  American  Medical  Association’s  new 
program  of  regional  continuing  education  for 
physicians  will  be  launched  this  year  with 
meetings  in  Florida,  Arizona,  Minnesota  and 
Virginia. 

The  purpose  of  the  program  which  will  be 
conducted  by  the  AMA’s  Council  on  Scien- 
tific Assembly,  is  to  take  AMA  continuing 
education  courses  to  physicians  throughout 
the  country.  The  regional  programs  are  an 
outgrowth  of  the  successful  continuing  edu- 
cation courses  presented  at  the  recent  AMA 
annual  and  clinical  conventions. 

The  courses  will  be  held  on  weekends  to 
enable  physicians  in  each  region  to  attend  at 
the  lowest  possible  cost  in  time  and  travel  ex- 
penses. Active  support  from  state  medical 
associations  will  be  sought  in  each  region. 

Each  regional  program  in  1975  will  include 
eight  courses,  with  faculty  drawn  largely  from 
nearby  medical  schools.  All  courses  will  qual- 
ify for  the  highest  category  of  continuing 


education  credit.  The  courses  are:  Derma- 
tology for  Non-Dermatologists;  Infectious 
Diseases  and  Antibiotics;  Basic  and  Advanced 
Life  Support-Cardiopulmonary  Resuscitation; 
Fluid  and  Electrolyte  Balance;  Venereal  Dis- 
ease; Pulmonary  Function  and  Blood  Gases; 
Basic  Electrocardiography,  and  Human  Sex- 
uality. 

Seven  of  the  courses  will  be  of  six  hours 
duration  and  will  be  presented  twice  on  each 
program,  enabling  doctors  to  take  two  courses. 
The  session  on  cardiopulmonary  resuscitation 
(reviving  heart  attack  victims)  is  a 12-hour 
course. 

Schedule  of  the  regional  courses  will  be 
Tampa,  Fla.,  February  8-9;  Phoenix,  Ariz., 
March  15-16;  Minneapolis,  Minn.,  July  26-27; 
Williamsburg,  Va.,  September  27-28. 

Further  information  on  the  courses  is  avail- 
able from  the  Department  of  Scientific  Assem- 
bly, American  Medical  Association,  535  N. 
Dearborn  St.,  Chicago,  111.  60610. 


140 


Virginia  Medical  Monthly 


Cancer  Trends 

Edited  by— 

WALTER  LAWRENCE,  JR.,  M.D. 
Richmond,  Virginia 

J.  SHELTON  HORSLEY,  III,  M.D. 
Charlottesville,  Virginia 


Operative  Treatment  of  Malignant  Melanoma  of  the  Limb 
(a  point  of  view)* * 


Therapeutic  decisions  in  the  management  of 
malignant  melanoma  are  often  difficult  due  to 
limited  clinical  data  supporting  the  choice  of 
the  various  options  that  are  available  to  us. 
Unfortunately,  opinions  must  be  developed 
on  the  basis  of  retrospective  evaluation  of  het- 
erogeneous clinical  populations  with  malig- 
nant melanoma  and  the  clinical  and  patho- 
logic staging  process  utilized  in  these  series  has 
been  far  from  uniform.  In  view  of  the  fact 
that  this  neoplasm  is  relatively  infrequent, 
this  lack  of  reliable  resource  data  is  not  too 
surprising.  Despite  these  limitations  an  at- 
tempt will  be  made  to  address  the  most  com- 
monly raised  questions  regarding  the  surgical 
management  of  malignant  melanoma  of  the 
limbs. 

A.  The  Role  and  Nature  of  the  Biopsy 

Biopsy  to  establish  the  diagnosis  of  malig- 
nant melanoma  is  essential  before  embarking 
on  surgical  therapy  since  most  of  the  lesions 
clinically  suspicious  of  being  melanoma  re- 

Lawrence,  Walter,  Jr.,  M.D.,  American  Can- 
cer Society  Professor  of  Clinical  Oncology  and 
Director  MCV-VCU  Cancer  Center , Medical 
College  of  Virginia. 

Sponsored  by  the  Professional  Education  Com- 
mittee, Virginia  Division,  American  Cancer  So- 
ciety. 

* Reprinted  from  Controversy  in  Surgery , Ed- 
ited by  R.  L.  Varco,  and  V.  P.  Delaney,  W.  B. 
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quire  less  aggressive  surgical  excision  than 
melanoma  itself.  The  temptation  to  carry 
out  wide  excision  of  a “suspicious”  lesion  for 
diagnosis  should  definitely  be  avoided  as  the 
pathologic  margins  obtained  are  usually  less 
than  desired  if  the  lesion  does  prove  to  be  a 
malignant  melanoma  and  unnecessarily  radi- 
cal if  the  lesion  proves  to  be  something  else. 
As  with  most  cancers,  the  appropriate  treat- 
ment is  best  administered  after  a precise  diag- 
nosis is  made. 

It  is  generally  considered  preferable  to  com- 
pletely excise  a suspicious  skin  lesion  for  bi- 
opsy if  the  possibility  of  melanoma  exists. 
However,  the  actual  size  of  the  lesion  in  a 
few  patients  might  make  this  neither  feasible 
nor  practical  and  despite  frequently  expressed 
opinions  to  the  contrary,  there  is  no  strong 
evidence  that  a preliminary  partial  biopsy  is 
prejudicial  to  the  patient’s  prognosis.1  The 
major  problem  with  a limited  biopsy  is  the  dis- 
tinct possibility  that  the  judgment  regarding 
the  depth  of  the  melanoma  will  be  uncertain. 
This  is  concerning  since  depth  of  invasion  has 
a great  effect  on  prognosis  making  this  limita- 
tion a significant  one.  We  have  even  seen 
patients  in  whom  biopsy  of  a portion  of  a le- 
sion failed  to  reveal  the  area  of  malignant 
change  that  was  present,  but  appropriate  and 
careful  selection  of  the  biopsy  site  will  usually 
avoid  this  latter  error.  If  the  diagnosis  of 
melanoma  is  established,  definitive  treatment 
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can  be  planned  if  the  depth  of  invasion  is  more 
than  “superficial”  by  one  of  various  classifica- 
tions,2,3,4,5'e  but  a melanoma  involving  only  the 
papillary  dermis  on  partial  biopsy  may  require 
additional  sections  after  adequate  excision  of 
the  primary  lesion  before  making  all  the  neces- 
sary therapeutic  decisions. 

B.  The  Character  of  the  Local  Excision  after 
Diagnosis  is  Established 

It  is  generally  agreed  that  wide  surgical  re- 
section of  the  primary  cutaneous  melanoma  is 
preferable  to  other  means  of  aggressive  local 
ablation  since  surgical  repair  of  the  resulting 
defect,  usually  by  skin  graft  procedures,  is  so 
easily  accomplished.  If  other  means  of  local 
ablation  for  control  (such  as  irradiation,  laser, 
cryotherapy,  or  electrocoagulation)  had  bene- 
ficial abscopal  effect,  immunologic  or  other- 
wise, the  choice  of  surgical  excision  for  the 
primary  lesion  would  be  in  doubt.  Since  there 
are  no  convincing  data  at  this  time  to  estab- 
lish such  additional  advantages  for  other  local 
therapies,  “adequate”  surgical  excision  appears 
to  be  the  treatment  of  choice. 

What  are  the  practical  guidelines  for  ade- 
quacy of  the  local  excision , and  are  these  mod- 
ified by  the  size  of  the  lesion  or  the  depth  of 
the  invasion? 

For  a specific  lesion  proven  to  be  malignant 
melanoma,  a minimal  gross  margin  may  indeed 
be  “adequate”  whereas  a much  wider  and 
deeper  excision  might  be  required  for  another 
very  similar  appearing  lesion  to  avoid  a local 
treatment  failure.  The  extent  of  local  spread 
is  often  difficult  to  determine  by  gross  exami- 
nation. However,  the  disability  and  the  cos- 
metic defect  due  to  the  scar  of  wide  excision 
with  split  thickness  graft  for  wound  closure 
on  an  extremity  is  a limited  “cost”  for  the 
patient  in  comparison  to  the  gravity  of  the 
later  “recurrence”  obtained  in  some  patients 
who  are  treated  by  a more  limited  margin. 
The  result  of  what  eventually  proves  to  be  an 
inadequate  excision  is  generally  so  disastrous, 
from  the  standpoint  of  the  limited  effective- 
ness of  secondary  attempts  to  control  the  dis- 
ease, that  some  degree  of  “over  treatment”  of 
the  local  lesion  seems  justified. 


Another  argument  for  a wider  margin  for 
malignant  melanoma  than  we  find  acceptable 
for  many  other  malignant  skin  neoplasms 
stems  from  the  findings  of  Wong.7  This  mi- 
croscopic study  of  the  clinically  unaffected 
epidermal  surface  surrounding  some  malig- 
nant melanomas  demonstrated,  using  the  dopa 
reaction,  an  increase  in  melanocytes,  some 
quite  bizarre— in  both  shape  and  size.  These 
observations  may  well  represent  premalignant 
manifestations  of  melanoma.  Local  lymphatic 
extension  of  the  primary  lesion  into  the  im- 
mediately surrounding  tissue  is  also  a factor 
encouraging  a “wide”  margin  since  this  mode 
of  spread  is  usually  not  clinically  detectable 
and  is  only  apparent  on  later  histologic  study 
of  the  final  specimen. 

If  one  accepts  wide  excision  as  a reasonable 
concept  for  the  local  therapy  for  invasive  ma- 
lignant melanoma,  how  wide  is  actually  “wide 
enough”?  Clearly  this  must  be  an  arbitrary 
decision  that  cannot  be  made  on  histologic 
grounds  prior  to  excision  for  practical  reasons, 
but  a 4-5  cm  margin  in  all  directions  from  the 
periphery  of  the  lesion  is  generally  accepted 
as  a good  “rule  of  thumb”  for  invasive  mela- 
noma on  an  extremity.  Compromise  regard- 
ing this  arbitrary  margin  is  both  reasonable 
and  necessary  in  some  anatomic  locations 
(such  as  a lesion  on  the  digit  or  on  the  face) 
but  the  margin  recommended  above  is  an  ap- 
propriate strategy  for  most  primary  mela- 
nomas on  the  extremities  since  the  actual  size 
of  the  skin  graft  is  of  minimal  practical  impor- 
tance. A skin  graft  is  actually  required  for 
closure  after  excision  in  most  locations  on  the 
extremity,  anyway,  since  primary . closure  is 
not  feasible,  even  with  smaller  margins,  with- 
out extensive  and  usually  undesirable  rotation 
of  skin  flaps. 

How  deep  should  the  excision  be  to  be  con- 
sidered adequate?  It  has  been  frequently  noted 
that  the  spread  of  invasive  melanoma  is  usually 
limited  to  the  integument  and  subcutaneous 
tissue  and  invades  the  underlying  fascia  in 
only  rare  instances.  Removing  the  fascial 
layer  underlying  the  lesion  itself  may  assist  in 
accomplishing  containment  of  the  depth  of  in- 
vasion, particularly  with  larger  deeply  ulcerat- 
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ing  melanomas,  but  excision  of  the  underlying 
fascia  can  hardly  be  considered  a necessary 
requirement  for  all  such  lesions.  The  report 
by  Olsen8  addressed  itself  to  this  point  and 
this  study  actually  appeared  to  demonstrate 
more  difficulty  with  subsequent  lymphatic 
spread  when  the  deep  fascia  underlying  the 
lesion  was  excised.  Although  Olsen’s  interpre- 
tation of  the  data  might  be  open  to  question 
on  the  basis  of  pathologic  stage  rather  than 
surgical  procedure  (vis  a vis  cause  and  effect) 
these  data  do  demonstrate  that  the  underlying 
fascia  can  be  safely  preserved  in  many  in- 
stances unless  the  melanoma  infiltrates  deeply. 

The  relationship  of  a more  precise  histo- 
logic classification  of  the  depth  of  invasion 
(such  as  that  described  by  Bralow3  and  by 
Clarke4)  to  the  extent  of  local  excision  re- 
quired is  difficult  to  establish  at  this  time.  The 
depth  of  excision  will  normally  be  to,  or 
through,  the  underlying  fascia  in  any  case,  but 
it  is  conceivable  that  a more  limited  width  of 
excision  might  be  justifiable  for  a more  “su- 
perficial” lesion  on  the  basis  of  a lower  fre- 
quency of  lymphatic  extension.  On  the  ex- 
tremity, however,  the  same  arbitrary  skin  mar- 
gin described  for  invasive  lesions  seems  indi- 
cated for  the  more  superficial  lesions  for  the 
theoretical  and  practical  reasons  outlined  pre- 
viously. 

There  are  a few  locations,  particularly  on 
the  digits,  where  underlying  soft  tissue  or  bone 
may  be  involved  in  close  proximity  to  the 
melanoma.  Amputation  serves  as  an  appropri- 
ate excision  in  these  specific  instances. 

C.  Should  elective  primary  regional  lymph 
node  dissection  be  performed  in  a patient  be- 
ing treated  for  invasive  malignant  melanoma 
of  the  extremity? 

Malignant  melanoma  has  demonstrated  dis- 
tal spread  by  both  hematogenous  and  lym- 
phatic routes.  Although  this  is  well  recog- 
nized, most  questions  regarding  surgical  man- 
agement of  melanoma  center  around  the  re- 
gional lymphatics  since  control  of  hematoge- 
nous spread  is  currently  beyond  our  therapeu- 
tic ability. 

1.  If  clinically  palpable  nodes  are  present 


in  the  lymph  node  basin  draining  the  primary 
site  of  the  melanoma  at  the  time  of  initial  diag- 
nosis, most  surgeons  favor  a surgical  approach 
to  these  lymph  nodes.  It  is  noteworthy,  how- 
ever, that  long  term  survival  after  regional 
lymph  node  dissection  in  this  clinical  setting 
is  extremely  low  (approximately  10%)  if 
the  clinical  diagnosis  is  histologically  con- 
firmed.910 (Table  I)  This  could  be  interpre- 


TABLE  I 

Prognosis  of  Cutaneous  Malignant  Melanoma  in 
Terms  of  Regional  Lymph  Node  Status* 


Clinical  Examination 

Microscopic 

Examination 

5-Year 

Survival 

Not  Palpable 

No  Metastasis 

71% 

Not  Palpable 

Metastasis 

53%) 

Clinically  “positive” 

Metastasis 

10-/.J  ,9% 

• From  McNeer  and  Das  Gupta9 


ted  as  an  indication  that  the  synchronous  find- 
ing of  regional  lymph  node  involvement  is  a 
clue  that  there  is  distant  metastatic  disease 
present,  that  local  lymph  node  dissection  is 
inadequate  when  lymphatic  involvement  is  so 
grossly  apparent,  or  both.  At  any  rate,  clin- 
ically apparent  regional  lymph  node  involve- 
ment present  at  the  time  of  diagnosis  of  mela- 
noma is  surely  an  indication  for  careful  “stag- 
ing” procedures  designed  to  detect  the  spread 
of  melanoma  beyond  the  limb  itself.  In  addi- 
tion to  standard  laboratory  and  x-ray  studies, 
a meticulous  search  for  distant  disease,  includ- 
ing bone  marrow  biopsy  and  laparotomy,  is 
probably  indicated  before  applying  aggressive 
local  therapy  to  the  primary  site  and  the  re- 
gional lymph  node  basin. 

If  regional  lymph  nodes  are  clinically  in- 
volved, and  if  more  proximal  spread  of  dis- 
ease has  not  been  detected  by  a careful  search 
of  the  type  described,  surgical  excision  of  the 
regional  lymph  nodes  is  indicated  in  most  in- 
stances. Other  factors  such  as  age  and  general 
condition  of  the  patient  play  a role  in  this  de- 
cision, however,  since  the  very  low  five  year 
survival  rates  achieved  by  conventional  re- 
gional lymph  node  dissection  in  this  clinical 
situation  lead  us  to  favor  lymph  node  excision 
by  major  amputation  if  both  patient  status  and 
disease  status  allow  this  consideration.  This 
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approach  would  naturally  require  confirma- 
tion of  involvement  of  the  clinically  enlarged 
node  or  nodes.  Data  obtained  from  a major 
amputation  experience  in  a highly  selected 
series  at  Memorial  Hospital  (McPeak  et  al.)11 
demonstrate  reasonable  survival  rates  (approx. 
33%)  under  these  special  circumstances  and 
they  are  the  basis  for  this  approach  in  a small 
number  of  patients.  (Table  II) 


TABLE  II 

Major  Amputations  for  Recurrent  and 
Metastatic  Melanoma* 


Extremity 

No. 

Cases 

Survival  5 Years 
with  No  Evidence 
of  Disease 

Lower 

46 

16 

Upper 

8 

2 

Total 

54 

18  (33%) 

• From  McPeak,  C.J., 

et  al.11 

2.  Should,  regional  lymph  node  dissection 
be  performed  if  there  is  no  apparent  clinical 
involvement  of  regional  lymph  nodes  in  a pa- 
tient with  malignant  melanoma  of  the  extrem- 
ity? 

This  is  the  most  frequent  question  raised  in 
regard  to  the  surgical  management  of  malig- 
nant melanoma  and  it  is  a very  difficult  one 
to  answer  to  everyone’s  satisfaction.  Major 
factors  affecting  the  surgeon’s  decision  for 
elective  lymph  node  dissection  include:  (1) 
whether  the  yield  of  histologically  positive 
lymph  nodes  is  worthwhile  in  terms  of  the 
morbidity  and  potential  mortality  of  the  pro- 
cedures, and  (2)  whether  or  not  the  prognos- 
tic advantage  of  an  elective  dissection  is  suf- 
ficiently great  to  choose  this  over  a later  ther- 
apeutic dissection  for  the  presence  of  palpable 
lymph  nodes. 

If  the  primary  lesion  is  “superficial”  (i.e. 
levels  1 and  2 in  Clarke’s  classification4)  the 
incidence  of  lymphatic  spread  is  certainly  too 
low  to  warrant  the  morbidity  of  regional 
lymph  node  dissection.  Earlier  reports  (i.e. 
Petersen  et  al.2)  demonstrate  less  than  5% 
incidence  of  lymphatic  spread  with  malignant 
melanomas  having  dermal  invasion  limited  to 
the  upper  Vi  of  the  corium  (or  less  than  1 mm 


invasion).  More  complete  clinico-pathologic 
data  being  accumulated  by  the  Melanoma  Co- 
operative Group  and  others  will  probably  sub- 
stantiate this  range  with  even  greater  precision. 
This  yield  of  involved  nodes  would  not  appear 
to  justify  the  morbidity  that  is  associated  with 
standard  regional  lymph  node  dissections  in 
either  the  axilla  or  the  groin. 

If  the  primary  malignant  melanoma  is  not 
“superficial”  and  is  truly  invasive  by  most  his- 
tologic means  of  classification  (i.e.  involve- 
ment of  reticular  dermis  or  deeper)  the  inci- 
dence of  histologic  regional  lymph  node 
spread  is  considerably  higher  than  noted  in 
patients  with  the  more  superficial  lesions. 
Retrospective  data  from  Memorial  Hospital 
(N.Y.)  (Das  Gupta  and  McNeer12)  demon- 
strate a 25%  incidence  of  histologic  melanoma 
in  patients  thought  to  have  no  neoplastic  in- 
volvement on  clinical  examination  of  the  re- 
gional lymph  nodes.  Further  review  of  these 
data  demonstrate  a five  year  survival  rate  of  ap- 
proximately 50%  in  this  group  with  clinically 
negative,  histologically  positive  lymph  nodes 
treated  by  standard  elective  regional  lymph 
node  dissection.  (Table  I)  Retrospective 
data  from  results  of  later  therapeutic,  rather 
than  elective,  lymph  node  dissection  were  less 
favorable  (i.e.  20%  five  year  survival  from 
time  of  initial  diagnosis).  Admitting  the  va- 
garies of  retrospective  examination  of  non 
randomized  patient  populations,  one  can  still 
estimate  the  potential  advantage  of  regional 
lymph  node  dissection  from  this  information. 
In  more  simple  terms,  one  in  four  patients 
with  non  palpable  nodes  will  have  a possible 
advantage  from  elective  lymph  node  dissection 
and  the  particular  patient  with  these  clinical 
and  histologic  findings  will  have  a five  year 
survival  rate  approximately  twice  that  which 
would  have  been  achieved  by  a later  therapeu- 
tic dissection.  Using  these  approximations  we 
can  predict  that  one  of  eight  patients  in  the 
original  elective  node  dissection  group  will 
have  benefited  in  survivorship  terms  in  that 
this  patient  would  not  have  survived  if  lymph 
node  dissection  were  deferred  until  nodes 
were  clinically  palpable.  However,  six  of  the 
eight  will  have  had  regional  lymph  node  dis- 
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sections  without  real  therapeutic  benefit  since 
they  would  have  only  histologically  negative 
nodes  in  the  specimen.  Elective  regional 
lymph  node  dissection  does  have  a therapeutic 
advantage,  then,  in  terms  of  the  potential  of 
this  modest  increase  in  survival  rates,  but  this 
is  not  as  striking  an  advantage  as  has  been 
implied  by  some  proponents  of  elective  node 
dissection.10,13,14 

Is  the  morbidity  and  mortality  of  elective 
regional  lymph  node  dissection  justifiable  on 
the  basis  of  this  potential  12%  increase  in  sur- 
vival rates  (1  in  8)  for  this  selected  group  of 
patients?  The  mortality  of  regional  lymph 
node  dissection  is  not  a real  deterrent.  The 
morbidity  of  axillary  lymph  node  dissection 
is  so  low  that  it  would  clearly  appear  to  be 
worthwhile  if  these  treatment  results  outlined 
are  true  estimates  of  the  situation.  I personally 
believe  that  a therapeutic  advantage  of  elec- 
tive regional  lymph  node  dissection  in  this 
range  also  justifies  wide  superficial  groin  dis- 
section in  the  young  or  middle  aged,  otherwise 
healthy,  patients  as  well,  but  the  added  mor- 
bidity of  groin  dissection  makes  this  a more 
marginal  choice,  particularly  in  the  older  pa- 
tient or  the  patient  disabled  by  other  problems. 
I do  not  include  the  extraperitoneal  iliac  por- 
tion of  the  node  dissection  above  Cloquet’s 
node  with  elective  node  dissection  for  lower 
extremity  melanoma  since  this  extension  of 
the  procedure  for  lower  extremity  lesions  is 
prognostic  but  rarely,  if  ever,  therapeutic, 
and  morbidity  is  slightly  increased  without 
apparent  benefit  in  terms  of  survival.  The  ma- 
jority of  surgeons  probably  favor  this  gen- 
eral approach,  but  it  is  difficult  to  fault  the 
surgeon  who  argues  that  the  morbidity  of  an 
adequate  elective  groin  dissection  outweighs 
the  therapeutic  advantages  on  the  statistics 
now  available  to  us  (Polk  and  Linn1’). 

D.  Should  the  skin  and  subcutaneous  tissue 
between  the  primary  malignant  melanoma  and 
the  regional  lymph  nodes  be  excised  if  re- 
gional lymph  node  dissection  is  included  in 
the  surgical  attack  on  the  patient's  problem ? 

Although  it  might  seem  a sound  theoretical 


concept  to  include  the  tissues  containing  the 
intervening  lymphatic  channels  at  the  time  of 
excision  of  a malignant  melanoma  and  the  re- 
gional lymph  nodes,  there  are  no  data  to  sub- 
stantiate the  necessity  for  this.  The  “negative” 
data  of  Shah  and  Goldsmith16  from  Memorial 
Hospital  (N.Y.)  are  convincing.  They  could 
show  no  benefit  from  a retrospective  compar- 
ison of  discontinuous  and  incontinuity  pro- 
cedures (whether  the  node  dissection  was 
simultaneous  or  delayed)  in  patients  with 
Stage  I or  II  melanoma  of  the  skin  (Table 
III).  Nevertheless,  individual  patients  treated 

TABLE  III 

Lack  of  Benefit  from  Incontinuity  Lymph  Node 
Dissection  for  Malignant  Melanoma 


Sivrultaneous  Delayed 


No. 

Patients 

5 yr. 
Survival 

No. 

Patients 

5 yr- 

Survival 

Stage  I 

Incontinuity 

63 

48(76%) 

165 

128(78%) 

Discontinuity 

15 

11(73%) 

53 

40(75%) 

Stage  II 

Incontinuity' 

53 

22(42%) 

167 

70(42%) 

Discontinuity' 

20 

7(35%) 

195 

80(41%) 

From  data  of  Shah  and  Goldsmith16 


by  discontinuous  lymph  node  dissection  with 
the  subsequent  development  of  satellite  nod- 
ules in  the  intervening  tissue  between  the  two 
surgical  incisions  are  often  presented  as  exam- 
ples of  the  need  for  incontinuity  procedures. 
However,  to  include  all  the  lymphatic  chan- 
nels present  in  this  specimen  of  intervening 
tissue  would  usually  require  a much  wider  re- 
section of  tissue  than  is  usually  considered 
anatomically  feasible  unless  the  primary  lesion 
is  in  very  close  proximity  to  the  lymph  node 
basin.  Being  realistic,  we  should  probably  re- 
serve the  incontinuity  approach  for  mela- 
nomas that  are  very  close  to  the  regional 
lymph  nodes,  particularly  if  the  regional  nodes 
are  not  clinically  involved. 

For  some  surgical  procedures  the  incontinu- 
ity procedure  may  actually  have  a technical 
advantage,  even  if  the  distance  is  too  great  to 
really  envisage  a total  excision  of  the  interven- 
ing lymphatics  between  the  two  sites.  This 
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An  Open  Letter 
to 

Medical  Professionals 


Many  physicians  are  seeking  relief  from  the  ever  in- 
creasing pressures  of  medical  practice  within  the  private  health 
care  sector.  The  United  States  Air  Force  Medical  Service  is  offer- 
ing an  alternative  form  of  medical  practice  to  all  physicians  58 
years  of  age  or  younger.  Frankly,  we  are  proud  of  the  quality 
health  care  the  Air  Force  Medical  Service  provides  and  would 
briefly  take  this  opportunity  to  present  you  a challenge  to  service. 

The  Air  Force  physician  practices  medicine  in  a collective 
endeavor  with  the  entire  gamut  of  medical  specialties  and  the 
finest  trained  allied  health  care  professionals  available.  All  United 
States  Air  Force  Hospitals  are  accredited  by  the  Joint  Commission 
and  are  equipped  with  the  finest  medical  instrumentation  avail- 
able. The  very  finest  health  care  is  provided  to  every  patient 
without  regard  to  the  patient's  ability  to  pay.  The  professional 
challenges  of  medical  practice  and  the  medical  education  oppor- 
tunities within  the  Air  Force  Medical  Service  are  unlimited;  how- 
ever, the  Air  Force  physician  normally  has  more  time  for  leisure, 
travel,  family  and  personal  development  in  comparison  to  his 
civilian  counterpart.  The  liberal  fringe  benefits  made  available 
to  the  Air  Force  physician  provide  for  a secure,  predictable  and 
satisfying  life  style;  e.g.,  30  day  paid  vacation  annually,  advance- 
ment, travel,  medical  education,  professional  pay  and  recreational 
opportunities. 

Your  time  is  very  valuable  and  thus  the  brevity  of  this  in- 
formational offering.  However,  you  owe  it  to  yourself  to  consider 
this  alternative  medical  practice.  Positions  are  available  in  primary 
health  care  delivery,  all  major  medical  specialties,  Hospital  Di- 
rectorships and  medical  research.  Assignments  can  be  arranged 
for  two,  three  or  four  years.  Initial  appointment  can  range  up  to 
Colonel  based  on  education  and  experience.  Assignments  to  a 
specific  Air  Force  Hospital  may  be  arranged  within  the  United 
States  or  overseas. 

For  further  Information  call  or  write; 

The  Air  Force  Medical  Personnel  Counsellor 

421  North  Howard  Street 
Baltimore,  Md.  21201 
Area  Code  301-385-2858 


IMPORTANT  INFORMATION:  This  Is  a Sched- 
ule V substance  by  Federal  law:  diphenoxylate 
HCI  is  chemically  related  to  meperidine.  In 
case  ol  overdosage  or  individual  hypersensitiv- 
ity, reactions  similar  to  those  alter  meperidine 
or  morphine  overdosage  may  occur:  treatment 
is  similar  to  that  lor  meperidine  or  morphine 
intoxication  (prolonged  and  careful  monitor- 
ing). Respiratory  depression  may  recur  In  spite 
ol  an  initial  response  to  Nalllne ® (nalorphine 
HCI)  or  may  be  evidenced  as  late  as  30  hours 
alter  ingestion.  LOMOTIL  IS  NOT  AN  INNOC- 
UOUS DRUG  AND  DOSAGE  RECOMMENDA- 
TIONS SHOULD  BE  STRICTLY  ADHERED  TO, 
ESPECIALLY  IN  CHILDREN.  THIS  MEDICA- 
TION SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


Indications:  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 

Contraindications:  In  children  less  than  2 years,  due 
to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 

Warnings:  Use  with  caution  in  young  children,  be- 
cause of  variable  response,  and  with  extreme  cau- 
tion in  patients  with  cirrhosis  and  other  advanced 
hepatic  disease  or  abnormal  liver  function  tests, 
because  of  possible  hepatic  coma.  Diphenoxylate 
HCI  may  potentiate  the  action  of  barbiturates,  tran- 
quilizers and  alcohol.  In  theory,  the  concurrent  use 
with  monoamine  oxidase  inhibitors  could  precipitate 
hypertensive  crisis. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy, lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 
breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphenoxy- 
late HCI  is  theoretically  possible  at  high  dosage.  Do 
not  exceed  recommended  dosages.  Administer  with 
caution  to  patients  receiving  addicting  drugs  or 
known  to  be  addiction  prone  or  having  a history  of 
drug  abuse  The  subtherapeutic  amount  of  atropine  is 
added  to  discourage  deliberate  overdosage;  strictly 
observe  contraindications,  warnings  and  precautions 
for  atropine;  use  with  caution  in  children  since  signs 
of  atropinism  may  occur  even  with  the  recommended 
dosage. 

Adverse  reactions:  Atropine  effects  include  dryness 
of  skin  and  mucous  membranes,  flushing  and  urinary 
retention.  Other  side  effects  with  Lomotil  include 
nausea,  sedation,  vomiting,  swelling  of  the  gums, 
abdominal  discomfort,  respiratory  depression,  numb- 
ness of  the  extremities,  headache,  dizziness,  depres- 
sion, malaise,  drowsiness,  coma,  lethargy,  anorexia, 
restlessness,  euphoria,  pruritus,  angioneurotic 
edema,  giant  urticaria  and  paralytic  ileus. 

Dosage  and  administration:  Lomotil  Is  contraindi- 
cated in  children  less  than  2 years  old.  Use  only 
Lomotil  liquid  for  children  2 to  12  years  old.  For 
ages  2 to  5 years,  4 ml.  (2  mg.)  t.i.d.;  5 to  8 years,  4 
ml.  (2  mg.)  q.i.d.;  8 to  12  years,  4 ml.  (2  mg.)  5 
times  (daily;  adults,  two  tablets  (5  mg.)  t.i.d.  to  two 
tablets  (5  mg.)  q.i.d.  or  two  regular  teaspoonfuls 
(10  ml..  5 mg.)  q.i.d.  Maintenance  dosage  may  be  as 
low  as  one  fourth  of  the  initial  dosage  Make  down- 
ward dosage  adjustment  as  soon  as  initial  symptoms 
are  controlled. 

Overdosage:  Keep  the  medication  out  of  the  reach 
of  children  since  accidental  overdosage  may  cause 
severe,  even  fatal,  respiratory  depression.  Signs  of 
overdosage  include  flushing,  lethargy  or  coma,  hy- 
potonic reflexes,  nystagmus,  pinpoint  pupils,  tachy- 
cardia and  respiratory  depression  which  may  occur 
12  to  30  hours  after  overdose  Evacuate  stomach  by 
lavage,  establish  a patent  airway  and,  when  neces- 
sary, assist  respiration  mechanically.  Use  a narcotic 
antagonist  in  severe  respiratory  depression.  Obser- 
vation should  extend  over  at  least  48  hours. 

Dosage  forms:  Tablets,  2.5  mg  of  diphenoxylate 
HCI  with  0 025  mg.  of  atropine  sulfate.  Liquid,  2.5 
mg  of  diphenoxylate  HCI  and  0 025  mg.  of  atropine 
sulfate  per  5 ml  A plastic  dropper  calibrated  in  in- 
crements of  Vi  ml.  (total  capacity,  2 ml.)  accom- 
panies each  2-oz  bottle  of  Lomotil  liquid. 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 


Address  medical  inquiries  to: 

G.  D.  Searle  & Co. 

Medical  Department,  Box  5110, 

Chicago,  Illinois  60680  454  R 
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When  diarrhea  has  his  number... 


Lomotil  puts  him  back  in  the  game. 


3hysicians  and  patients  both 
vant  prompt  control  of  the 
symptoms  of  diarrhea.  A rapid, 
jncontrolled  loss  of  fluids  and 
electrolytes  can  cause  a medical 
crisis,  particularly  in  children,  and 
n patients  who  are  seriously  ill, 

)r  in  people  who  are  badly 
jndernourished. 

Lomotil  usually  stops  diarrhea 
promptly.  This  rapid  action  halts 
he  emergency  aspect  of  diarrhea 


and  is  comforting  and  reassuring 
to  the  patient.  Electrolyte  and  fluid 
losses  can  be  corrected  while  the 
specific  cause  of  the  diarrhea  is 
being  determined.  If  an  infective 
agent  is  the  cause,  appropriate 
antibiotic  therapy  should  be  given 
along  with  Lomotil. 

Lomotil  has  few  side  effects, 
and  those  that  do  occur  are 
generally  mild. 


-omotil 

TABLETS/LIQUID 


Each  tablet  and  each  5 ml.  of  liquid  contain: 

diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate  0.025  mg. 


Jsually  stops  diarrhea  promptly. 


AWAKE 
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begins  within 
17  minutes,  on  average 

an  initial  benefit  of 


••• 


Dalmane 

(flurazepam  HCI)  proved  by  a 

22-night  clinical  study  of  insomnia  patients 
in  the  sleep  research  laboratory  and  at  home' 

Three  insomnia  patients  selected  for  difficulty  falling  asleep  were 
administered  Dalmane  (flurazepam  HCI)  30  mg  for  14  consecutive 
nights.  Placebo  was  given  for  four  nights  prior  to  and  four  nights 
after  Dalmane.  Physiologic  tracings  on  Dalmane  nights  1-3  showed 
sleep  induction  time  averaged  13.90  minutes;  on  Dalmane  nights 
12-14,  18.80  minutes.  Combined  average  for  the  6 monitored  drug 
nights  was  16.35  minutes.1 


• ' 


J 


Average  Time  Required 
o Fall  Asleep  (4  Studies, 
6 Subjects 2 5 ) 


(Decreased  42.6%) 

■ Baseline 

(before  Dalmane) 

■ Dalmane 

(flurazepam  HCI)  30  mg 


confirmed  by  clinical  studies  in  four 
geographically  separated 
sleep  research  laboratories25 

Using  a 14-night  protocol  involving  eight  insomniac  and 
eight  normal  subjects,  four  studies  confirmed  the 
sleep-inducing  effectiveness  of  Dalmane  (flurazepam 
HCI)  and  the  reproducibility  of  this  response.  On 
average,  one  30-mg  capsule  induced  sleep  within 
17  minutes.  In  all  these  studies,  Dalmane  induced 
sleep  rapidly,  reduced  nighttime  awakenings,  and 
provided  7 to  8 hours  of  sleep  without  repeating 
dosage?-5 

Dalmane  (flurazepam  HCI) 
induces  and  maintains  sleep, 
with  relative  safety 

Iilmane  is  generally  well  tolerated;  morning  “hang-over”  has  been  relatively 
requent.  While  dizziness,  drowsiness,  lightheadedness  and  the  like  have 
hen  noted  most  often,  particularly  in  the  elderly  and  debilitated,  physicians 
ould  be  aware  of  the  possibility  of  more  serious  reactions,  as  noted  below. 

tfore  prescribing  Dalmane  (flurazepam  HCI),  please  consult  Complete  Product  Information, 
ummary  of  which  follows: 

I lications:  Effective  in  all  types  of  insomnia  characterized  by  difficulty  in  falling  asleep, 
quent  nocturnal  awakenings  and/or  early  morning  awakening;  in  patients  with  recurring 
omnia  or  poor  sleeping  habits;  and  in  acute  or  chronic  medical  situations  requiring  restful 
s ep.  Since  insomnia  is  often  transient  and  intermittent,  prolonged  administration  is  generally 
necessary  or  recommended. 

(ntraindications:  Known  hypersensitivity  to  flurazepam  HCI. 

rnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS 
c jressants.  Caution  against  hazardous  occupations  requiring  complete  mental  alertness 

operating  machinery,  driving).  Use  in  women  who  are  or  may  become  pregnant  only  when 
p ential  benefits  have  been  weighed  against  possible  hazards.  Not  recommended  for  use  in 
p sons  under  15  years  of  age.  Though  physical  and  psychological  dependence  have  not  been 
r iorted  on  recommended  doses,  use  caution  in  administering  to 
a fiction-prone  individuals  or  those  who  might  increase  dosage. 

Fjxautions:  In  elderly  and  debilitated,  initial  dosage  should  be 
ited  to  15  mg  to  preclude  oversedation,  dizziness  and/or  ataxia, 
ombined  with  other  drugs  having  hypnotic  or  CNS-depressant 
sets,  consider  potential  additive  effects.  Employ  usual  precautions 
i;  ratients  who  are  severely'  depressed,  or  with  latent  depression  or 
cidal  tendencies.  Periodic  blood  counts  and  liver  and  kidney 
1 iction  tests  are  advised  during  repeated  therapy.  Observe  usual 
p cautions  in  presence  of  impaired  renal  or  hepatic  function. 

Averse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
ggering.  ataxia  and  falling  have  occurred,  particularly  in  elderly 
oiebilitated  patients.  Severe  sedation,  lethargy',  disorientation  and 
na,  probably  indicative  of  drug  intolerance  or  overdosage,  have 
b n reported.  Also  reported  were  headache,  heartburn,  upset 
mach.  nausea,  vomiting,  diarrhea,  constipation.  GI  pain,  nervous- 
r$s,  talkativeness,  apprehension,  irritability,  weakness,  palpitations, 
st  pains,  body  and  joint  pains  and  GU  complaints.  There  have 
o been  rare  occurrences  of  sweating,  flushes,  difficulty  in  focusing, 
b rred  vision,  burning  eyes,  faintness,  hypotension,  shortness  of 
b ath.  pruritus,  skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
i.  anorexia,  euphoria,  depression,  slurred  speech,  confusion, 
tlessness,  hallucinations,  and  elevated  SGOT.  SGPT,  total  and 
d zet  bilirubins  and  alkaline  phosphatase.  Paradoxical  reactions. 

, excitement,  stimulation  and  hyperactivity,  have  also  been 
orted  in  rare  instances. 

Esage:  Individualize  for  maximum  beneficial  effect.  Adults:  30  mg 
uial  dosage;  15  mg  may'  suffice  in  some  patients.  Elderly  or  debil- 
ived  patients:  15  mg  initially  until  response  is  determined. 

Srplied:  Capsules  containing  15  mg  or  30  mg  flurazepam  HCI. 


s 


& 


when  restful  sleep 
is  indicated 

Dalmane 

(flurazepam  HCI) 

One  30-mg  capsule  h.s.  — usual  adult  dosage 
(15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.  — initial  dosage  for 
elderly  or  debilitated  patients. 

• induces  sleep  within  17 
minutes,  on  average 

• reduces  nighttime  awakenings 

• sustains  sleep  7 to  8 hours,  on 
average,  without  repeating  dosage 


H FERENCES:  I Kales  A,  et  al  Arch  Gen  Psychiatry  23:2 26-232.  Sep  1970 
2Caracan  I.  Williams  RL,  Smith  JR;  The  sleep  laboratory  in  the  investigation  of  sleep  and 
;p  disturbances.  Scientific  exhibit  at  the  124th  annual  meeting  of  the  American  Psychiatric 
A;ociation.  Washington  DC.  May  3-7.  1971 

^rrost  JD  Jr:  Data  on  file.  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 
jj/ogel  GW:  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley'  NJ 
Jement  WC;  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc,  Nutley  NJ 
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Before  prescribing,  see  complete  prescribing 
information  in  SK&F  literature  or  PDR  The 
following  is  a brief  summary. 

Indications:  Edema  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome;  steroid-induced  and  idiopathic 
edema;  edema  resistant  to  other  diuretic  ther- 
apy. Also,  mild  to  moderate  hypertension. 
Contraindications:  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  com- 
ponent. Continued  use  in  progressive  renal  or 
hepatic  dysfunction  or  developing  hyperkalemia. 
Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without 
ulceration.  Hyperkalemia  (>5.4  mEq/L)  has 
been  reported  in  4%  of  patients  under  60  years, 
in  12%  of  patients  over  60  years,  and  in  less 
than  8%  of  patients  overall.  Rarely,  cases  have 
been  associated  with  cardiac  irregularities. 
Accordingly,  check  serum  potassium  during 
therapy,  particularly  in  patients  with  suspected 
or  confirmed  renal  insufficiency  (e.g.,  elderly  or 
diabetics).  If  hyperkalemia  develops,  substitute 
a thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  ‘Dyazide’,  check  serum  potas- 
sium frequently  —both  can  cause  potassium  re- 
tention and  sometimes  hyperkalemia.  Two 
deaths  have  been  reported  in  patients  on  such 
combined  therapy  (in  one.  recommended  dosage 
was  exceeded;  in  the  other,  serum  electrolytes 
were  not  properly  monitored).  Observe  patients 
on  'Dyazide’  regularly  for  possible  blood  dys- 
crasias,  liver  damage  or  other  idiosyncratic 
reactions.  Blood  dyscrasias  have  been  reported 
in  patients  receiving  Dyrenium  (triamterene, 
SK&F).  Rarely,  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported  with  the  thiazides.  Watch  for  signs  of 
impending  coma  in  acutely  ill  cirrhotics.  Thia- 
zides are  reported  to  cross  the  placental  barrier 
and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombo- 
cytopenia, altered  carbohydrate  metabolism 
and  possibly  other  adverse  reactions  that  have 
occurred  in  the  adult.  When  used  during 
pregnancy  or  in  women  who  might  bear 
children,  weigh  potential  benefits  against 
possible  hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and 
BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may 
occur:  hyperuricemia  and  gout,  reversible 
nitrogen  retention,  decreasing  alkali  reserve 
with  possible  metabolic  acidosis,  hypergly- 
cemia and  glycosuria  (diabetic  insulin  require- 
ments may  be  altered),  digitalis  intoxication  (in 
hypokalemia).  Use  cautiously  in  surgical  pa- 
tients. Concomitant  use  with  antihypertensive 
agents  may  result  in  an  additive  hypotensive 
effect. 

Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Rarely,  necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  and  xanthopsia  have 
occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules;  in  Single 
Unit  Packages  of  100  (intended  for  institutional 
use  only). 


KEEP  THE  HYPERTENSIVE 
PATIENT  ON  THERAPY 
KEEP  THERAPY  SIMPLE  WITH 

DVfeZIDE 

Each  capsule  contains  50  mg.  of  Dyrenium"  (brand  of 
triamterene)  and  25  mg.  of  hydrochlorothiazide. 


Just  ‘Dyazide’  once  daily  or  twice  daily 
No  inconvenient  potassium  supplements 
Nor  special  K+  ?ich  diets  needed  as  a rule 


Two  prime  reasons  patients  drop  out  of  hypertensive  therapy  are  (1) 
the  patient  failed  to  understand  directions,  and  (2)  the  regimen  was 
overly  complicated.  Dosage  is  simple  with  ‘Dyazide’,  easily  understood, 
once  or  twice  daily,  depending  on  response.  There’s  no  need  to  com- 
plicate the  regimen  with  potassium  supplements  or  unwieldy 
potassium-rich  diets. 


SK&F  CO. 

Carolina,  RR.  00630 

Subsidiary  of 
SmithKhne  Corporation 


TO  KEEP  BLOOD  PRESSURE  DOWN 
AND  KEEP  POTASSIUM  LEVELS  UP 


should  not  be  misinterpreted  by  the  surgeon  as 
a therapeutic  curative  advantage,  however, 
unless  he  is  prepared  to  remove  a massive  seg- 
ment of  intervening  skin  and  subcutaneous 
tissues  or  perform  total  integumentectomy  as 
has  been  described  by  Hueston.17  The  author 
has  no  experience  with  this  approach,  but  it 
may  have  merit  in  selected  patients  with  clin- 
ically involved  regional  lymph  nodes.  If  the 
regional  lymph  nodes  are  clinically  involved 
and  the  primary  lesion  is  on  the  distal  part  of 
the  extremity,  the  statements  made  earlier 
about  major  amputation  are  also  worthy  of 
consideration.  This  is  truly  an  incontinuity 
procedure  for  melanomas  more  distally  lo- 
cated on  the  extremity  but  data  are  insufficient 
to  establish  its  superiority  over  the  procedures 
excising  the  skin  and  subcutaneous  tissues  of 
the  extremity. 

E.  Additional  indications  for  consideration  of 
amputation  for  melanoma  of  the  extr entity . 

Subungual  lesions  are  in  close  proximity  to 
bone  and  primary  digital  amputation  is  the 
only  way  to  achieve  an  adequate  local  resec- 
tion. This  may  also  be  true  of  other  sites  on 
the  digits  but  melanoma  is  rarely  in  close 
enough  proximity  to  bone  at  other  sites  on 
the  extremity  to  raise  the  consideration  of  am- 
putation. 

Another  group  of  patients  in  whom  ampu- 
tation should  be  considered  are  those  with  re- 
current melanoma  on  the  extremity  after  prior 
local  excision  with  regional  lymph  node  dis- 
section proximal  to  this.  Lymphatic  dissection 
often  seems  to  temporarily  localize  the  recur- 
rence and  delay  more  proximal  spread  of  the 
disease.  Major  amputation  is  justified  for  this 
clinical  problem  in  carefully  selected  patients 
if  a clearly  adequate  surgical  margin  can  be 
accomplished  by  this  approach.  Obviously, 
a patient  with  gross  nodules  anywhere  near 
the  proposed  amputation  site  is  clearly  unsuit- 
able for  this  approach.  A meticulous  search 
for  distant  metastasis,  including  bone  marrow 
biopsy  and  laparotomy,  is  also  essential  prior 
to  embarking  on  amputation  in  such  patients 
and  other  factors  such  as  age,  general  condi- 
tion of  the  patient,  time  interval  since  treat- 


ment of  the  primary  lesion,  and  the  presence 
or  absence  of  distant  metastases  all  play  a role 
in  this  decision.  With  some  care  in  case  selec- 
tion approximately  one  third  of  these  patient 
subjected  to  major  amputation  will  survive 
five  years  without  recurrence  or  metastasis.11 
This  statistical  result  is  clearly  better  than  that 
achieved  by  palliative  treatment  with  either 
regional  or  systemic  chemotherapy  and  these 
are  the  only  other  options  that  are  available 
for  this  clinical  problem  with  the  possible  ex- 
ception of  the  integumentectomy  approach 
mentioned  previously.17 

F.  Adjunctive  chemotherapy  for  primary 
treatment  of  malignant  melanoma  of  the  limb 

In  1959  Creech  and  his  associates18  first  de- 
scribed regional  chemotherapy  using  extra- 
corporeal perfusion  for  the  management  of 
recurrent  malignant  melanoma  of  the  extrem- 
ities. In  view  of  previously  disappointing  re- 
sults with  systemic  chemotherapy  at  that  time, 
this  method  of  palliative  treatment  became 
quite  popular  for  recurrent  melanoma  clinical- 
ly limited  to  the  extremity.  Some  patients 
have  had  striking  responses  to  this  short  term 
high  concentration  of  chemotherapeutic  agent, 
the  most  frequently  employed  and  depend- 
able agent  being  Phenyl  Alanine  Mustard 
(PAM)  (combinations  of  drugs  are  said  to 
be  even  more  effective).  Early  striking  re- 
sults with  palliative  perfusion  for  melanoma 
then  led  to  the  application  of  this  technique 
as  an  adjuvant  to  the  primary  surgical  therapy 
of  curable  melanoma  on  the  extremity.  Ex- 
tensive experience  with  this  approach  by 
Stehlin19  and  by  Rochlin20  has  failed  to  yield 
data  that  demonstrate  results  from  this  ap- 
proach that  are  superior  to  surgical  treatment 
alone.20  Although  some  surgeons  use  perfu- 
sion as  an  adjuvant  to  primary  excisional  ther- 
apy, I do  not  believe  the  data  available  at  this 
time  substantiate  this  approach.  There  has 
been  no  prospective  clinical  trial  completed 
which  could  definitely  answer  this  question 
and  this  approach  cannot  be  recommended  for 
routine  surgical  use  at  this  time. 

Systemic  chemotherapy  as  an  adjuvant  to 
local  surgical  therapy  (with  or  without  lymph 


Volume  102,  February,  1975 


151 


node  dissection)  is  an  appealing  concept  for 
the  improvement  of  treatment  results  in  mela- 
noma, just  as  it  is  for  many  other  “solid 
tumors”  in  man.  The  same  is  true  for  non 
specific  immunotherapy  (i.e.  BCG,  MER,  C. 
Parvum)  for  “curable”  melanoma.  The  only 
convincing  evidence  of  benefit  thus  far  from 
such  adjuncts  to  “curative”  therapy  is  limited 
to  those  cancers  that  also  have  a high  response 
of  recurrent  disease  to  systemic  chemothera- 
py, particularly  tumors  in  the  pediatric  age 
group.  Benefit  must  be  demonstrated  on  pro- 
spective well  . planned  randomized  clinical 
trials  before  this  approach  can  be  recom- 
mended for  general  use  in  the  treatment  of 
melanoma.  On  the  other  hand,  these  or  other 
adjunctive  approaches  are  currently  the  ma- 
jor hope  for  improvement  in  our  results  from 
the  standard  surgical  approach  that  has  been 
presented.  Surgeons  should  follow  ongoing 
well  controlled  clinical  trials  of  adjuvant  ther- 
apy with  great  interest  and  adopt  these  new 
methods  when  they  are  proven  to  be  bene- 
ficial. 
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Comment 

Dr.  Lawrence  has  had  extensive  experience 
in  the  treatment  of  melanoma.  It  is  difficult 
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to  find  any  basic  disagreement  with  the  ap- 
proach he  has  so  clearly  presented.  However, 
there  are  several  points  which  I would  like  to 
discuss  briefly. 

In  the  patient  with  melanoma  of  the  ex- 
tremity without  clinical  involvement  of  the 
regional  lymph  nodes,  the  surgeon  should  be 
selective  in  his  approach  to  node  dissection. 
Under  the  following  circumstances,  I believe 
no  elective  node  dissection  should  be  done: 
the  melanoma  is  considerable  distance  from 
the  regional  lymph  nodes  as  the  forearm  or 
lower  leg,  the  lesion  is  microscopically  con- 
fined to  the  epidermis  or  papillary  dermis,  the 
lesion  is  small  (<2  cm.),  flat,  not  ulcerated 
and  has  undergone  little  change  in  several 
years,  and  the  patient  can  be  easily  followed 
closely,  every  three  months.  On  the  other 
hand,  with  the  following  conditions,  I do  ad- 
vocate “prophylactic”  regional  node  dissection: 
the  melanoma  is  adjacent  to  the  regional  lymph 
nodes  and  can  be  resected  in  continuity,  the 
lesion  microscopically  shows  deep  dermal  in- 
vasion, the  lesion  is  large  (>2  cm.),  nodular, 
ulcerated  and  rapidly  growing,  the  lesion  has 
been  previously  inadequately  excised  or  treated 
by  cautery  or  is  locally  recurrent,  and  ade- 
quate followup,  at  least  every  three  months, 
is  not  possible.  These  indications  are  discussed 
by  Davis  and  McLeod.1  I would  also  recom- 
mend articles  by  Conrad2  and  Dellon3  in  ad- 
dition to  that  of  Polk15  listed  in  the  authors 
bibliography  for  further  discussion  of  this 
controversy. 


With  regard  to  amputation  proximal  to  in- 
volved lymph  nodes,  I would  like  to  reempha- 
size the  author’s  point  of  adequate  “staging” 
procedures  to  detect  spread  beyond  the  ex- 
tremity itself.  Personally,  despite  the  poor 
prognosis,  I have  preferred  radical  node  dis- 
sections such  as  the  ilioinguinal  (radical  groin) 
dissection.  Nevertheless,  we  should  certainly 
keep  in  mind  amputation  under  carefully  se- 
lected circumstances  as  an  alternative  ap- 
proach. 

At  the  University  of  Virginia  Medical  Cen- 
ter we  have  had  a modest  experience  (19  pa- 
tients) with  isolation  perfusion  of  the  extrem- 
ities with  phenylalanine  mustard  as  an  adjunct 
to  surgical  excision  and  “prophylactic”  re- 
gional node  dissection  in  the  primary  treat- 
ment of  melanoma.  We  abandoned  the  per- 
fusion several  years  ago  since  we  could  find 
no  convincing  evidence  this  approach  was  su- 
perior to  surgical  treatment  alone. 
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Surgical  Grand  Rounds  .... 

Edited  by  Gerald  T.  Golden,  M.D. 

Operations  for  Duodenal  Ulcer:  the  Emerging  Hard  Facts 

W.  P.  RITCHIE,  JR.,  M.D. 

“/  know  what  you  are  thinking  about”  said  Tweedledum,  “ but  it  isn't  so 
nohow.” 

“Contrary wise”  continued  Tweedledee,  “if  it  was  so,  it  might  be,  and 
if  it  were  so,  it  would  be,  but  as  it  isn't,  it  ain't.  That's  logic.” 


In  1970,  at  the  annual  meeting  of  the  Ameri- 
can Surgical  Association,  the  statement  was 
made  that  “selection  of  a particular  operation 
for  the  patient  with  duodenal  ulcer  is  most  often 
based  on  intuition,  personal  bias,  and  emotional 
attachment.”1  This  unhappy  state  of  affairs 
results  in  large  part  from  a failure  to  appre- 
ciate adequately  the  fact  that  conclusions  de- 
rived from  clinical  studies  are  valid  only  in  so 
far  as  sound  statistical  methodology  is  rigor- 
ously applied  to  the  data,  exactly  as  in  the  ex- 
perimental laboratory.  Because  of  this  failure, 
most  clinical  series  which  discuss  the  appro- 
priate surgical  treatment  of  the  complications 
of  the  duodenal  ulcer  diathesis  add  little  to  our 
understanding  of  the  problem  in  a scientific 
sense.  Fortunately,  a small  number  of  pros- 
pectively designed,  randomized,  and,  therefore, 
statistically  valid  studies  have  recently  been 
performed,  the  published  results  of  which  per- 
mit a more  rational  evaluation  of  the  question 
than  has  been  possible  heretofore.  The  present 
discussion  focuses  principally  upon  three  areas 
of  current  interest:  First,  a brief  review  of 
several  pertinent  clinical  studies  which  deal 
with  the  pathophysiology  of  duodenal  ulcer 
disease  as  a whole;  secondly,  a detailed  analy- 
sis of  three  prospective  studies  which  attempt 
to  evaluate  comparatively  currently  “accept- 
able” operations  for  duodenal  ulcer;  and,  fi- 
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nally,  a concise  evaluation  of  current  trends  in 
duodenal  ulcer  surgery. 

Studies  of  the  Pathophysiology  of 
Duodenal  Ulcer 

A.  The  role  of  acid 

The  dictum,  “no  acid,  no  ulcer”,  is  clearly 
applicable  to  virtually  all  ulcerative  lesions  of 
the  upper  gastrointestinal  tract.  The  literature 
also  suggests  that  a valid  corollary  might  be 
“more  acid,  more  [chance  of  duodenal]  ul- 
cer”. Wormsley  and  Grossman2  studied  the 
maximal  histolog  responses  of  117  patients 
with  duodenal  ulcer  and  compared  them  to 
75  matched  controls.  They  were  able  to  iden- 
tify significant  differences  between  the  two 
groups.  The  ulcer  patients  elaborated  a larger 
volume  of  gastric  juice  and  demonstrated  a 
significantly  greater  maximal  acid  output 
(MAO)  per  unit  time,  results  which  have 
been  repeatedly  confirmed  by  others  using  a 
variety  of  exogenously  administered  secreto- 
gogues. Recently,  Fordtran  and  Walsh3  have 
developed  a method  of  quantitating  the 
amount  of  gastric  acid  produced  by  human 
subjects  during  the  ingestion  of  a standardized 
meat  meal.  Their  study  group  was  composed 
of  six  normal  subjects  and  seven  patients  with 
active  duodenal  ulcer  disease.  In  each  a naso- 
gastric tube  was  passed  and  positioned  fluoro- 
scopically.  The  pH  of  the  stomach  was  then 
adjusted  to  5.5  (the  pH  of  the  test  meal)  and 
the  meal  was  ingested.  Using  frequent  mixing 
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and  sampling,  the  intragastric  pH  was  main- 
tained for  the  duration  of  the  study  at  5.5  by 
the  addition  of  Na  HCOs.  The  number  of 
mEq  of  Na  HCOa  required  to  accomplish  this 
closely  approximated  the  rate  of  post-prandial 
gastric  acid  production.  It  was  shown  that, 
compared  to  the  control  subjects,  acid  secre- 
tion in  response  to  the  test  meal  was  more  than 
twice  as  great  in  duodenal  ulcer  patients.  It 
was  also  apparent  that  in  these  patients  the 
amount  of  acid  produced  in  response  to  the 
meal  represented  a considerably  larger  frac- 
tion of  the  MAO  as  determined  by  the  re- 
sponse to  histamine  stimulation.  In  an  addi- 
tional series  of  studies,  two  hours  after  inges- 
tion of  the  standard  meal,  the  pH  of  the  gastric 
content  was  adjusted  to  2.5.  Sodium  bicarbo- 
nate was  then  infused  rapidly  into  the  stomach 
until  the  intragastric  pH  had  risen  to  6.  The 
buffer  content  of  the  stomach  was  then  esti- 
mated from  the  resultant  titration  curves. 
Again,  marked  differences  between  the  duo- 
denal ulcer  patient  and  the  normal  individual 
were  apparent,  the  ulcer  subjects  having  less 
than  half  as  much  buffer  remaining  in  the 
stomach  two  hours  after  eating.  Taken  to- 
gether, these  studies  suggest  that  patients  with 
duodenal  ulcer  disease  differ  statistically  from 
the  normal  population  in  that  they  demon- 
strate: (1)  a significantly  increased  MAO, 
probably  on  the  basis  of  an  increased  parietal 
cell  mass;4  (2)  a significantly  higher  post- 
prandial gastric  acid  secretory  response  which, 
in  turn,  represents  a significantly  greater  secre- 
tory fraction  of  the  MAO,  a consequence 
either  of  increased  responsiveness  of  the  in- 
dividual parietal  cell  or  of  exaggerated  antral 
gastrin  release,  and  (3)  reduced  buffer  content 
and  capacity,  perhaps  as  a result  of  an  increas- 
ed rate  of  gastric  emptying. 

B.  The  role  of  gastrin 

The  development  of  highly  sensitive  tech- 
niques of  peptide  radio-immunoassay  has 
prompted  extensive  investigation  of  the  role 
of  endogenous  gastrin  in  the  pathogenesis  of 
duodenal  ulcer  disease.  Although  no  final  as- 
sessment is  possible  at  present,  several  facets 


of  the  problem  have  been  elucidated.  Thomp- 
son and  his  co-workers6  studied  17  patients 
with  duodenal  ulcer  and  compared  them  to 
10  healthy  controls.  They  demonstrated  a 
significantly  higher  basal  serum  gastrin  con- 
centration and  a significantly  greater  60  min- 
ute integrated  serum  gastrin  output  in  the 
former  group.  An  additional  interrelationship 
has  been  defined  by  Isenberg  et  al6  who  con- 
structed dose  response  curves  by  measuring 
gastric  acid  output  during  the  administration 
of  graded  amounts  of  exogenous  gastrin  pen- 
tapeptide  in  similar  patient  populations.  They 
not  only  demonstrated  that  patients  with 
duodenal  ulcer  disease  have  a greater  MAO 
than  do  nonduodenal  ulcer  patients,  but  also 
showed  that  the  dose  of  gastrin  required  to 
achieve  50%  of  this  maximal  acid  response  is 
considerably  less  in  the  ulcer  group.  These 
studies  indicate,  then,  that  patients  with  du- 
odenal ulcer  disease  demonstrate  (1)  signifi- 
cantly elevated  basal  serum  gastrin  levels,  per- 
haps as  a consequence  of  a greater  population 
of  gastrin  producing  “G”  cells;  (2)  signifi- 
cantly greater  integrated  serum  gastrin  re- 
sponse to  feeding,  again  a reflection  of  a great- 
er “G”  cell  mass,  and  (3)  significantly  greater 
responsiveness  to  exogenous  pentagastrin,  sug- 
gesting that  the  secretory  units  are  not  only 
more  numerous  but  are  also  individually  more 
“sensitive”  to  circulating  secretogogues. 

Evaluation  of  Operations  for 
Duodenal  Ulcer 

With  these  data  as  background,  a statistical 
consideration  of  the  results  of  currently  pop- 
ular operations  for  duodenal  ulcer  is  in  order. 
In  the  analysis  which  follows,  certain  ground 
rules  have  been  observed.  First,  the  operations 
to  be  considered  are  basically  three:  truncal 
vagotomy  and  pyloroplasty,  truncal  vagotomy 
and  antrectomy  (or  hemigastrectomy),  and 
subtotal  gastrectomy.  The  basic  framework 
of  the  analysis  consists  of  three  prospective, 
randomized,  and  statistically  acceptable 
studies,  chosen  either  because  of  the  large 
numbers  of  patients  involved  or  because  of  the 
evident  care  with  which  the  particular  study 
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was  performed.  In  assessing  the  data,  it  is  im- 
portant to  remember  that,  though  each  is 
prospective  in  design,  they  all  demonstrate  some 
degree  of  selectivity.  The  parameters  to  be 
compared  include:  (1)  operative  (30  day) 
mortality;  ( 2 ) post-operative  complication 
rates;  (3)  certain  post-gastrectomy  syndromes, 
including  early  satiety,  early  post-prandial 
dumping  (adjudicated  in  each  case  by  physi- 
cians unaware  of  the  operative  procedure  per- 
formed), post-operative  diarrhea  (defined  as 
two  or  more  loose  motions  daily),  and  post- 
operative weight  loss;  (4)  radiographically  or 
anatomically  proven  ulcer  recurrence;  and  (5) 
the  degree  of  satisfaction  enjoyed  by  the  pa- 
tient post-operatively,  again  determined  inde- 
pendently by  professional  personnel. 

A.  The  V eterans  Administration  Cooperative 
Study78 

The  Veterans  Administration  Cooperative 
Study  was  carried  out  in  17  institutions  be- 
tween 1963  and  1968  and,  accordingly,  has  at 
present  a minimum  follow-up  period  of  five 
years.  The  operations  compared  were  ( 1 ) 
truncal  vagotomy  and  drainage,  usually  py- 
loroplasty, but  occasionally  gastroenterostomy; 
(2)  truncal  vagotomy  and  antrectomy;  (3) 
truncal  vagotomy  and  hemigastrectomy,  and 
(4)  subtotal  (2A  to  %)  gastrectomy.  Thirteen 
hundred  and  fifty-eight  patients  were  entered 
into  the  study  and,  five  years  later,  only  15% 
had  been  lost  to  follow-up.  During  the  same 
period,  1,630  patients  underwent  “definitive” 
operative  procedures  for  duodenal  ulcer  dis- 
ease but  were  not  randomized.  Reasons  for 
exclusion  included  concomitant  gastric  and 
duodenal  lesions,  achlorhydria,  previous  oper- 
ations for  duodenal  ulcer  (exclusive  of  plica- 
tion for  perforation),  all  emergency  opera- 
tions, and  finally,  implimentation  of  an  “escape 
clause”  which  provided  that, 

“after  abdominal  exploration,  the  surgeon 
decided  whether  the  condition  of  the  patient 
and  the  anatomic  nature  of  the  duodenal 
disease  would  permit  any  one  of  the  four 
operations  to  be  performed  without  en- 


dangering the  welfare  of  the  patient  or 

compromising  the  outcome.” 

Only  after  these  criteria  were  satisfied  affirma- 
tively was  the  patient  randomized.  Statistical 
analysis  was  accomplished  using  the  x2  tech- 
nique modified  for  differences  between  insti- 
tutions. This  study,  although  large  in  terms 
of  patients  studied,  nevertheless  has  a number 
of  basic  limitations:  (1)  neither  drainage  nor 
reconstruction  were  randomized;  (2)  the  re- 
sults refer  to  males  of  a specific  socioeconomic 
group  only,  and  (3)  the  patients  were  obvi- 
ously very  highly  selected  toward  the  good 
risk  male  undergoing  an  elective  operative 
procedure. 

The  results  of  the  study  are  summarized  in 
Table  I.  There  were  no  statistically  significant 
differences  in  operative  mortality  between  any 
of  the  four  procedures  employed.  Truncal 
vagotomy  and  antrectomy  was  associated  with 
a significantly  higher  post-operative  compli- 
cation rate  than  any  of  the  other  operative 
procedures,  including  truncal  vagotomy  and 
hemigastrectomy,  a circumstance  difficult  to 


TABLE  1 

TV+Di  TV+A2  TV+H3  STG* 
(%  of  Patients  in  Each  Group) 


Operative  Mortality 

0.6 

0.9 

0.6 

1.8 

Complications 

6.2 

13.6* 

9.9 

9.0 

Post-Gastrectomy 

Syndromes 

Satiety 

12 

17.3 

19 

23" 

Dumping 

29 

29 

38 

43" 

Diarrhea 

6 

6 

3 

1.3*" 

Wt.  Loss 

39 

39 

44 

42 

Recurrence 

6.2**** 

0.7 

0.9 

3.7"" 

Satisfaction 

81 

81 

83 

83 

1.  Truncal  Vagotomy  and  Drainage;  2.  Truncal  Va- 
gotomy and  Antrectomy;  3.  Truncal  Vagotomy  and 
Hemigastrectomy;  4.  Subtotal  Gastrectomy 

• Si*.  Diff.  vs.  1.3,4 
••  Sig.  Diff.  vs.  1 
•••  Sig.  Diff.  vs.  1,2.3 
••••Sig.  Diff.  vs.  2,3 

comprehend  in  view  of  the  fact  that  the  lat- 
ter procedure  removes  only  slightly  more 
stomach  and  is  accomplished  by  the  same  tech- 
nical maneuvers.  A significant  linear  correla- 
tion existed  between  early  satiety  and  the 
amount  of  stomach  removed,  such  that,  at  the 
extremes,  subtotal  gastrectomy  was  associated 
with  a significantly  greater  incidence  of  this 
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complication  than  was  truncal  vagotomy  and 
drainage.  Similarly,  a linear  correlation  was 
observed  between  the  incidence  of  dumping 
and  the  amount  of  stomach  removed.  Again, 
at  the  extremes,  a significant  difference  be- 
tween subtotal  gastrectomy  and  truncal  va- 
gotomy and  drainage  was  noted.  All  of  the 
operative  procedures  which  involved  division 
of  the  truncal  fibers  of  the  vagus  nerves  were 
associated  with  a significantly  greater  inci- 
dence of  post-operative  diarrhea  than  was  sub- 
total gastrectomy.  Interestingly,  the  frequen- 
cy of  post-operative  weight  loss  was  not  sig- 
nificantly different  in  any  of  the  treatment 
groups.  On  the  other  hand,  highly  significant 
differences  were  observed  with  respect  to  re- 
currence rates.  At  the  end  of  five  years,  trun- 
cal vagotomy  and  drainage  was  associated 
with  a more  than  seven-fold  greater  incidence 
of  recurrence  than  either  truncal  vagotomy 
and  antrectomy  or  truncal  vagotomy  and  hem- 
igastrectomy.  Subtotal  gastrectomy  was  also 
associated  with  significantly  greater  recurrence 
rates  when  compared  to  these  two  procedures, 
but  not  when  compared  to  vagotomy  and 
drainage.  Patient  satisfaction  was  judged  to  be 
approximately  equal  following  each  of  the 
operative  procedures. 

6.  The  Leeds-York  Cooperative  Study 9,10'n 

The  venerable  Leeds-York  controlled  clin- 
ical trial  was  actually  carried  out  in  two 
stages.  Between  1959  and  1962,  patients  with 
appropriate  indications  for  operation  were 
randomized  into  one  of  three  groups:  truncal 
vagotomy  and  gastroenterostomy,  truncal  va- 
gotomy and  antrectomy,  or  subtotal  gastrec- 
tomy. Between  1963  and  1965,  90%  of  pa- 
tients undergoing  elective  operation  for  du- 
odenal ulcer  disease  in  the  cooperating  institu- 
tions underwent  truncal  vagotomy  and  pyloro- 
plasty. Throughout  the  entire  period,  virtual- 
ly all  of  the  operative  procedures  were  per- 
formed by  nine  senior  surgical  consultants. 
Excluding  those  patients  who  underwent  trun- 
cal vagotomy  and  gastroenterostomy,  a total  of 
541  individuals  were  entered  into  the  study. 
Five  to  eight  years  later,  only  6%  had  been 


lost  to  follow-up.  A total  of  1 3 2 patients  were 
not  randomized  during  this  period  because  of 
(1)  the  emergent  nature  of  the  operation,  (2) 
recent  hemorrhage,  (3)  malnutrition,  (4)  pul- 
monary Tbc,  or  (5)  implementation  of  the 
ubiquitous  “escape  clause”.  Statistical  analysis 
was  accomplished  by  the  x2  technique.  The 
limitations  of  the  study  are  several,  not  the 
least  of  which  is  the  fact  that  truncal  vagotomy 
and  pyloroplasty  was  not  concurrently  stud- 
ied with  the  other  operative  procedures.  In 
addition,  even  though  all  patients  undergoing 
resective  procedures  were  reconstructed  as  a 
Polya  gastrojejunostomy,  the  position  of  the 
anastomosis  with  respect  to  the  colon  was  not 
randomized.  Furthermore,  statistical  analysis 
was  accomplished  on  male  patients  only,  and, 
finally,  due  to  the  “escape  clause”,  a certain 
degree  of  selectivity  was  exercised. 

The  results  of  the  study  are  summarized  in 
Table  2.  Again,  there  were  no  significant  dif- 

TABLE  2 


TV+pi  TV+A2  STG3 
(%  of  Patients  in  Each  Group) 


Operative  Mortality 
Complications 
Post-Gastrectomy 
Syndromes 

O.S 

Not 

0 

Mentioned 

0 

Satiety 

37 

36 

37 

Dumping 

12 

9 

22* 

Diarrhea 

3** 

3** 

0 

Wt.  Losst 

— 2.6*  ** 

—7.0 

—6.5 

Recurrence 

6.2*** 

0 

0.9 

Satisfaction 

86*** 

92 

94 

1 Truncal  Vagotomy  and  Pyloroplasty;  2.  Truncal 
Vagotomy  and  Antrectomy;  3.  Subtotal  Gastrectomy. 

t%  of  optimum  weight 
* Sig.  Diff.  vs.  1,2 
•*  Sig.  Diff.  vs.  3 
Sig.  Diff.  vs.  2.3 

ferences  in  operative  mortality  between  any 
of  the  three  procedures  employed.  With  typ- 
ical British  understatement,  no  mention  of 
post-operative  complications  is  made  in  any 
of  the  publications  which  resulted  from  the 
study.  Perhaps  there  were  none.  In  contrast 
to  the  Veterans  Administration  Cooperative 
Study,  no  differences  were  detectable  with  re- 
spect to  early  satiety  post-operatively.  Pa- 
tients undergoing  subtotal  gastrectomy  again 
demonstrated  a significantly  greater  incidence 
of  dumping  post-operatively  when  compared 
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to  patients  undergoing  either  of  the  other  two 
operative  procedures.  It  is  noteworthy,  paren- 
thetically, that  patients  subjected  to  truncal 
vagotomy  and  pyloroplasty  had  a 12%  inci- 
dence of  this  complication.  Post-operative 
diarrhea  was  again  encountered  only  in  pa- 
tients in  whom  section  of  the  truncal  vagal 
fibers  had  been  accomplished.  Weight  loss, 
defined  as  a positive  or  negative  percentage  of 
optimum  weight,  was  significantly  greater  fol- 
lowing either  of  the  two  resective  procedures. 
In  concert  with  the  VA  cooperative  series, 
the  Leeds-York  group  found  that  the  five  to 
eight  year  ulcer  recurrence  rates  were  sig- 
nificantly greater  following  truncal  vagotomy 
and  pyloroplasty  when  compared  to  truncal 
vagotomy  and  antrectomy  or  to  subtotal  gas- 
trectomy. Perhaps  as  a consequence  of  this, 
patient  satisfaction  with  this  operative  pro- 
cedure was  significantly  less. 

C.  The  Baylor  Study1 

The  third  study  to  be  considered  is  a small 
but  carefully  executed  prospective  effort  com- 
paring truncal  vagotomy  and  pyloroplasty 
with  truncal  vagotomy  and  antrectomy  recon- 
structed as  a Billroth  I gastroduodenostomy. 
The  study  was  performed  at  the  Baylor  Col- 
lege of  Medicine  between  1964  and  1967.  One 
hundred  and  ninety-eight  patients  were  en- 
tered into  the  protocol.  At  the  time  the  re- 
sults were  published  in  1970,  only  3%  had 
been  lost  to  follow-up.  All  but  nine  of  the 
operative  procedures  were  carried  out  by  the 
resident  staff.  Only  10  patients  were  excluded 
from  randomization  either  because  of  the 
emergent  nature  of  the  operation  or  because 
of  the  “escape  clause”.  Statistical  analysis  was 
accomplished  using  the  x2  technique.  Al- 
though the  degree  of  selectivity  appears  mini- 
mal, this  study  has  limitations  in  that,  again, 
the  results  refer  to  males  of  a specific  socio- 
economic group  only,  and  the  reconstruction 
employed  was  invariably  a Billroth  I gastro- 
duodenostomy. 

The  results  of  the  study  are  summarized  in 
Table  3.  There  were  no  significant  differences 
apparent  between  the  two  procedures  with 


TABLE  3 

TV+Pi  TV+A2 

(%  of  Patients  in  Each  Group) 


Operative  Mortality 

2 

0 

Complications 

11 

4 

Post-Gastrectomy 

Syndromes 

Satiety 

34* 

49 

Dumping 

13 

16 

Diarrhea 

19 

16 

Wt.  Loss 

8 

10 

Recurrence 

8* 

0 

Satisfaction 

86 

79 

1.  Truncal  Vagotomy  and  Pyloroplasty;  2.  Truncal 
Vagotomy  and  Antrectomy 
• Sig.  Difl.  vs.  2 

respect  to  either  operative  mortality  or  post- 
operative complication  rates.  Those  patients 
who  underwent  resection  had  a significantly 
greater  incidence  of  early  satiety,  but  no  sig- 
nificant differences  were  noted  with  respect  to 
early  post-prandial  dumping,  post-operative 
diarrhea,  or  post-operative  weight  loss.  Again, 
a highly  significant  difference  was  noted  with 
respect  to  recurrence  rates  (8%  for  truncal 
vagotomy  and  pyloroplasty,  0%  for  truncal 
vagotomy  and  antrectomy).  Patient  satisfac- 
tion was  judged  to  be  similar  in  both  groups. 

On  the  basis  of  these  studies,  it  appears  that, 
given  the  limitations  outlined,  differences  be- 
tween operative  procedures  are  on  the  whole 
considerably  less  impressive  than  most  retro- 
spective analyses  would  suggest.  Important 
differences  which  do  not  appear  to  exist  include 
significant  differences  in  operative  mortality 
and  over-all  patient  satisfaction.  On  the  other 
hand,  significant  differences  which  may  exist  in- 
clude the  observations  that  post-operative  com- 
plications may  be  greater  following  truncal  va- 
gotomy and  antrectomy  than  following  trun- 
cal vagotomy  and  pyloroplasty  and  that  early 
satiety  and  post-operative  weight  loss  may  be 
more  frequent  following  resective  procedures. 
Significant  differences  which  clearly  do  exist 
include  the  facts  that  (1)  early  post-prandial 
dumping  is  greater  following  subtotal  gastrec- 
tomy; (2)  diarrhea  is  greater  following  trun- 
cal vagotomy  irrespective  of  the  ancillary 
technical  maneuvers  employed,  and,  most  im- 
portantly, (3)  the  recurrence  rates  following 
truncal  vagotomy  and  pyloroplasty  are  mark- 
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edly  greater  than  following  any  of  the  other 
operative  procedures  discussed.  In  the  opinion 
of  the  author,  these  data  strongly  suggest  that, 
in  the  usual  patient  with  duodenal  ulcer  disease 
requiring  operative  intervention,  truncal  va- 
gotomy and  antrectomy  enjoy  a distinct  sta- 
tistical advantage  over  truncal  vagotomy  and 
pyloroplasty  or  subtotal  gastrectomy.  This 
procedure  appears  to  be  the  one  most  likely 
to  accomplish  the  aim  of  the  surgeon,  allevi- 
ation of  the  duodenal  ulcer  diathesis,  while  at 
the  same  time  producing  the  least  number  of 
undesirable  side  effects.  It  must  be  recalled, 
however,  that  considerable  room  for  clinical 
judgment  remains  as  evidenced  by  the  ob- 
servation that,  in  the  studies  reviewed,  of 
3,869  patients  suitable  for  randomization  upon 
entering  the  operating  room,  1,772  were  ex- 
cluded on  the  basis  of  the  operative  findings. 

At  a recent  national  surgical  meeting  during 
which  the  data  cited  above  were  discussed,  the 
audience  was  polled  as  to  which  operative 
procedure  they  would  personally  undergo  had 
they  a complication  of  duodenal  ulcer  disease 
requiring  surgery.  The  overwhelming  majori- 
ty appeared  to  favor  truncal  vagotomy  and 
pyloroplasty,  reasoning,  no  doubt,  that  since 
this  operative  procedure  is  associated  with  less 
dumping,  fewer  complications,  and  the  same 
incidence  of  diarrhea  as  truncal  vagotomy  and 
antrectomy,  one  might  be  willing  to  risk  a 
6%  to  8%  chance  of  recurrent  disease  within 
five  years  to  realize  these  other  benefits.  Such 
a rationale  might  be  reasonable  if  the  recur- 
rence rate  following  truncal  vagotomy  and 
pyloroplasty  was  stable  at  this  figure  over  the 
ensuing  lifetime  of  the  patient.  Unfortunately, 
such  is  not  the  case.  Stempien,  et  al,12  care- 
fully studied  161  patients  10  or  more  years 
following  truncal  vagotomy  and  pyloroplasty. 
They  demonstrated  that  proven  ulcer  recur- 
rence occurred  in  a linear  fashion  with  time 
and  that  the  cummulative  recurrence  rate  by 
15  years  post-operatively  was  27%.  To  the 
author,  this  represents  an  unacceptable  inci- 
dence of  failure  to  ameliorate  the  underlying 
disease  process. 

At  least  three  possibilities  exist  which  might 


account  for  the  excessively  high  recurrence 
rates  observed  following  this  procedure:  (1) 
an  adverse  effect  of  the  extragastric,  enteric 
component  of  truncal  vagotomy;  (2)  an  ex- 
aggerated antral  gastrin  release  post-vagotomy; 
or  (3)  incomplete  vagal  section.  In  both  man 
and  the  experimental  animal,  gastric  acid  pro- 
duction in  response  to  a variety  of  secretogo- 
gues is  inhibited  by  the  concomitant  admin- 
istration of  exogenous  secretin.13  Since  More- 
land and  Johnson14  have  shown  in  the  dog 
that  truncal  vagotomy  significantly  attenuates 
the  release  of  endogenous  secretin,  it  is  pos- 
sible that  truncal  vagotomy  may  also  interfere 
with  the  exquisite  inhibitory  feedback  mechan- 
ism normally  present  in  man.  Becker,  et  al,5 
studied  both  pre-  and  post-operative  basal 
serum  gastrin  levels  and  integrated  serum  gas- 
trin output  in  10  patients  subjected  to  truncal 
vagotomy  and  pyloroplasty.  They  were  able 
to  demonstrate  a significant  increase  in  basal 
serum  gastrin  concentration  post-operatively 
although  the  integrated  serum  gastrin  output 
in  response  to  a meal  was  not  significantly  dif- 
ferent. This  phenomenon  has  been  ascribed 
to  a reduction  of  the  normal  acid  “brake”  on 
antral  gastrin  release.  The  third  and  perhaps 
most  likely  possibility,  given  the  assumption 
that  the  various  modifications  of  the  Hollander 
test  are  valid  measures  of  vagal  integrity,  is 
that  the  recurrence  rate  is  related  to  a high  in- 
cidence of  incomplete  vagotomy.  All  of  the 
patients  with  recurrent  ulceration  following 
truncal  vagotomy  and  pyloroplasty  studied  by 
Stempien12  were  either  insulin  or  tolbutamide 
test  positive.  In  addition,  in  the  same  series, 
54%  of  59  patients  without  evidence  of  re- 
current disease  also  demonstrated  positive  Hol- 
lander tests,  suggesting  that  these  individuals 
remain  at  risk  even  though  presently  asymp- 
tomatic. 

Current  Trends  in  Operations  for 
Duodenal  Ulcer 

When  it  became  apparent  that  truncal  va- 
gotomy was  associated  with  undesirable  side 
effects,  specifically  troublesome  diarrhea  and 
a supposed  increased  incidence  of  cholelithi- 
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asis  post-operatively,  a number  of  groups  be- 
came interested  in  performing  a variant  of  va- 
gotomy which,  while  totally  denervating  the 
stomach,  sought  to  preserve  the  hepatic  and 
celiac  branches  of  the  vagus  nerves.  This  op- 
eration has  been  termed  selective  gastric  va- 
gotomy. In  1964,  Sawyers,  et  al,15  undertook 
a prospective  study  of  145  patients  who  were 
subjected  to  either  truncal  vagotomy  or  selec- 
tive vagotomy  on  a randomized  basis.  Com- 
plimentary procedures  performed  (which 
were  not  randomized)  included  either  antral 
resection  or  pyloroplasty.  In  the  course  of 
the  study,  they  noted  that,  with  experience, 
selective  gastric  vagotomy  required  only  20 
minutes  longer  to  perform  than  did  truncal 
vagotomy. 

A minimum  two  year  follow-up  was 
achieved  in  all  patients.  Contrary  to  expecta- 
tions, analysis  of  the  data  identified  no  sig- 
nificant differences  between  the  two  types  of 
vagotomy  with  respect  to  early  post-prandial 
dumping  or  post-operative  diarrhea.  A sig- 
nificant difference  did  exist,  however,  with  re- 
spect to  the  incidence  of  positive  Hollander 
tests.  Selective  gastric  vagotomy  was  associ- 
ated with  a 2%  rate  of  incomplete  vagal  sec- 
tion while  a 19%  incidence  of  incomplete  va- 
gotomy was  apparent  when  the  truncal  tech- 
nique was  employed.  If  the  problem  with  re- 
currence following  truncal  vagotomy  is  in- 
deed related  to  incomplete  vagotomy,  at  least 
as  measured  by  the  Hollander  test,  and  if  no 
differences  exist  between  the  two  types  of 
vagotomy  with  respect  to  dumping  and  diar- 
rhea, the  only  possible  benefit  which  might 
accrue  from  the  routine  employment  of  selec- 
tive gastric  vagotomy  is,  in  the  opinion  of  the 
author,  a reduction  in  the  recurrence  rates. 
Unfortunately,  no  such  benefit  is  apparent. 
Kronborg,  et  al,16  have  recently  demonstrated 
that  the  five  year  proven  recurrence  rate  fol- 
lowing selective  gastric  vagotomy  and  pyloro- 
plasty (2  of  39;  5.3%)  is  not  significantly  dif- 
ferent statistically  from  the  five  year  recur- 
rence rate  following  truncal  vagotomy  and 
pyloroplasty  (3  of  38;  7.9%).  In  the  absence 
of  significant  demonstrable  benefit  with  respect 


to  dumping,  diarrhea,  or  recurrence  rates,  se- 
lective gastric  vagotomy  probably  should  not 
occupy  a prominent  place  in  the  routine  sur- 
gical management  of  the  duodenal  ulcer  dia- 
thesis. 

An  additional  variant  of  vagal  section,  so- 
called  highly  selective  vagotomy  (synonyms 
include  parietal  cell  vagotomy,  super-selective 
vagotomy,  and  selective  proximal  vagotomy) 
is  currently  undergoing  careful  scrutiny  in 
Europe.  Both  truncal  vagotomy  and  selective 
gastric  vagotomy  require  that  a complimentary 
drainage  procedure  be  performed,  since  the 
antral  peristaltic  pump  responsible  for  gastric 
emptying  is  denervated  by  these  procedures 
with  the  result  that  antral  “systole”  is  impair- 
ed. When  it  became  evident  that  the  unde- 
sirable side  effects  of  truncal  vagal  division 
were  not  ameliorated  by  selective  gastric  va- 
gotomy, it  was  logically  reasoned  that  these 
side  effects  are  related  to  the  emptying  pro- 
cedure rather  than  to  the  type  of  vagal  inter- 
ruption employed.  Accordingly,  an  operative 
procedure  was  developed  which  sought  to  se- 
lectively denervate  only  the  parietal  cell  mass 
leaving  intact  the  innervation  of  the  antrum.17 
It  was  hypothesized  that  this  maneuver  would 
adequately  reduce  vagally  mediated  secretion 
of  gastric  acid  and  pepsin  while  permitting 
gastric  emptying  to  proceed  unimpaired.  In 
order  to  test  this  hypothesis  in  a clinical  set- 
ting, the  same  individuals  responsible  for  the 
Leeds-York  cooperative  clinical  trial  randomly 
assigned  150  patients  requiring  surgery  for 
duodenal  ulcer  disease  to  one  of  three  treat- 
ment categories:  truncal  vagotomy  and  py- 
loroplasty, selective  gastric  vagotomy  and  py- 
loroplasty, and  highly  selective  vagotomy 
without  pyloroplasty.18,19  One  year  later,  the 
incidence  of  dumping  and  diarrhea  in  each 
patient  was  assessed  by  independent  observers 
at  a gastric  follow-up  clinic.  Dumping  was 
found  to  occur  significantly  less  frequently 
following  highly  selective  vagotomy  relative 
to  either  truncal  vagotomy  and  pyloroplasty  or 
selective  vagotomy  and  pyloroplasty.  These 
differences  were  accentuated  by  provocative 
testing  with  a hypertonic  glucose  meal.  The 
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incidence  of  diarrhea  was  also  significantly  less 
after  highly  selective  vagotomy  when  com- 
pared to  either  of  the  other  two  procedures, 
occurring  in  less  than  2%  of  all  patients  in 
this  treatment  group. 

To  summarize  these  current  trends:  the  data 
suggest  that  selective  gastric  vagotomy  and 
pyloroplasty  is  associated  with  a significantly 
lower  incidence  of  incomplete  vagotomy  (as 
measured  by  the  Hollander  test)  than  is  trun- 
cal vagotomy  and  pyloroplasty.  The  inci- 
dence of  diarrhea  and  dumping  is  similar.  De- 
spite a greater  rate  of  completeness  of  vagal 
section,  preliminary  results  suggest  that  no  dif- 
ferences exist  with  respect  to  recurrence  rates 
between  these  two  procedures.  Highly  selec- 
tive vagotomy  is  associated  with  a significantly 
lower  incidence  of  both  diarrhea  and  dumping 
than  either  truncal  vagotomy  and  pyloroplasty 
or  selective  gastric  vagotomy  and  pyloroplas- 
ty. However,  the  critical  unanswered  question 
with  respect  to  this  procedure  relates  to  its 
ability  to  effectively  prevent  recurrent  ulcer 
disease,  a factor  which  is  at  present  completely 
unknown.  A highly  disquieting  note  in  this 
regard  is  found  in  the  recent  report  of  Wastell, 
et  al,20  which  details  the  early  results  of  a pro- 
spective randomized  clinical  trial  of  highly  se- 
lective vagotomy  with  and  without  concomit- 
ant gastric  drainage.  Within  12  months  of 
operation,  two  radiographically  verified  recur- 
rent ulcers  had  developed  in  16  patients  under- 
going highly  selective  vagotomy  without  py- 
loroplasty. At  the  present  time,  then,  this 
operative  approach  must  be  considered  an  ex- 
perimental one  which  should  not  be  employed 
in  routine  clinical  practice  until  the  long  term 
results  of  the  several  prospective  studies  cur- 
rently underway  are  thoroughly  evaluated. 
The  fact  that  20  years  were  required  to  recog- 
nize the  deficiencies  of  truncal  vagotomy  and 
pyloroplasty  attests  to  the  validity  of  this  ap- 
proach. 

Discussion 

Dr.  James  G.  Chandler:  I wonder  if,  in  the 
VA  cooperative  study,  the  “antrectomy”  was 
performed  after  determining  in  some  way  the 


precise  line  of  division  between  the  gastrin 
producing  cells  and  the  parietal  cells.  If  so, 
that  might  have  required  a large  gastrotomy. 
If  that  were  true,  then  the  difference  in  com- 
plication rates  between  vagotomy  and  antrec- 
tomy and  vagotomy  and  hemigastrectomy 
might  be  explained  in  terms  of  the  complica- 
tion rate  of  the  added  gastrotomy.  The  second 
thing,  much  more  important  I believe,  relates 
to  gastric  acid  analysis.  If  we  perform  gastric 
secretory  studies  preoperatively,  how  do  we 
use  them?  Can  we  make  clinical  judgments 
on  the  basis  of  these  studies?  Is  there  some 
selectivity  of  operations  we  could  base  on 
them? 

Z>.  Ritchie:  With  respect  to  the  first  ques- 
tion: it  is  nowhere  indicated  in  the  series  al- 
luded to  precisely  how  they  judged  whether 
or  not  they  had  performed  a precise  antrec- 
tomy. They  simply  said  “we’ll  take  the  distal 
30%  of  the  stomach  and  call  it  the  antrum.” 
They  nowhere  mentioned  a gastrotomy  or 
whether  they  checked  the  suture  line  to  see  if 
indeed  it  contained  parietal  cells.  As  you 
know,  precise  antrectomy  is  very  difficult  to 
achieve.  The  antrum  “migrates”  for  reasons 
that  are  totally  obscure  to  me,  and  all  of  the 
tests  designed  to  delimit  its  area  have  their 
limitations.  Frankly,  I am  not  sure  they  are 
worth  the  effort.  With  respect  to  the  second 
question:  A number  of  years  ago,  surgeons  in 
Great  Britain  tried  to  tailor  resective  pro- 
cedures based  on  the  preoperative  levels  of 
gastric  acid  production.  Patients  who  demon- 
strated a large  MAO  (which  might  suggest 
increased  parietal  cell  mass)  were  subjected 
to  high  subtotal  gastrectomy.  Patients  with  a 
lesser  MAO  or  a greater  Hollander  response 
than  normal  were  subjected  to  other  opera- 
tive procedures  which  included  vagotomy. 
They  soon  abandoned  the  effort  since  no 
demonstrable  benefits  could  be  identified  clin- 
ically. Furthermore,  if  you  look  at  post-op- 
erative acid  secretory  values,  all  of  the  pro- 
cedures, vagotomy  and  drainage,  vagotomy 
and  antrectomy,  subtotal  gastrectomy,  result 
in  almost  precisely  the  same  degree  of  reduc- 
tion in  these  parameters  so  that  they  are  prob- 
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ably  not  very  discriminative.  I don’t  believe 
that  we  should  really  tailor  our  procedures  to 
preoperatively  secretory  values  although  I 
have  a visceral  feeling  I might  be  inclined  to 
do  more  of  a gastrectomy  in  someone  with  a 
high  MAO.  Their  real  functional  value,  it 
seems  to  me,  lies  in  their  ability  to  identify 
those  patients  who  may  have  the  ZE  syndrome 
or  one  of  the  endocrine  adenomatoses.  One 
obviously  has  to  be  careful  when  one  observes 
very  high  acid  production  in  a patient  to  rule 
out  that  kind  of  possibility. 

Dr.  f.  Shelton  Horsley  III:  Truncal  va- 
gotomy seems  so  easy  to  perform.  How  is  it 
that  even  experienced  surgeons  “miss”  perhaps 
50%  of  the  time? 

Dr.  Ritchie:  I don’t  think  anyone  can  truth- 
fully say.  Remember  that  our  criteria  for  in- 
complete vagotomy  are  based  on  the  Hol- 
lander test.  First  of  all,  it  is  important  to  real- 
ize that  the  Hollander  test  performed  the  first 
month  following  surgery  is  totally  worthless 
in  terms  of  predicting  recurrence.  It  is  the 
4-6  month  Hollander  test  that  will  tell  you 
whether  or  not  the  vagus  has  been  completely 
sectioned,  assuming  that  it  measures  what  we 
say  it  does.  A disturbing  note  in  this  last  re- 
gard is  contained  in  a recent  article  which 
detailed  a study  in  which  patients  with  gas- 
tric ulcer  underwent  precise  antrectomy  only. 
Of  the  16  patients  in  whom  this  was  carried 
out,  six  months  later,  15  had  negative  Hol- 
lander tests.  In  no  instance  was  the  vagus  nerve 
touched.  I think  we  are  a long  way  from  un- 
derstanding all  that  is  going  on  in  this  busi- 
ness. 

Dr.  Thomas  L.  Roberts  III:  How  long  does 
it  take  to  perform  a highly  selective  vagotomy? 

Dr.  Ritchie:  I suspect  it’s  quite  a long  pro- 
cedure since  its  performance  essentially  means 
devascularizing  the  entire  proximal  lesser  cur- 
vature as  well  as  tracing  out  and  preserving 
the  innervation  of  the  antrum. 

Dr.  Roberts:  What  were  the  indications 
for  operation  in  these  groups? 

Dr.  Ritchie:  The  indications  in  each  of 
these  studies  were  the  four  classical  ones  (in- 
tractability, perforation,  with  the  exception  of 


the  Leeds-York  effort,  recent  hemorrhage,  and 
obstruction)  and  the  number  of  patients  op- 
erated on  for  each  of  these  was  almost  exactly 
the  same  within  each  subgroup.  These  are  the 
usual  indications  which  Dr.  Harkins  and  others 
advocated  for  years  and  are  quite  appropriate. 
Remember,  of  course,  these  were  all  elective 
procedures. 

Dr.  Milton  T.  Edgerton:  Why  is  there  such 
an  interest  in  highly  selective  vagotomy  in 
Europe? 

Dr.  Ritchie:  I suspect  because  of  a desire 
to  eliminate  totally  the  occasional  intractable 
diarrhea  that  occurs  and  the  rather  more  fre- 
quent problem  of  dumping  seen  following 
truncal  vagotomy  and  pyloroplasty. 

Dr.  William  R.  Drucker:  I’m  interested  that 
the  whole  question  of  how  these  people  were 
reconstructed  has  been  avoided  in  these  studies. 
I’d  love  to  have  some  of  your  emotional  bias 
expressed  about  that. 

Dr.  Ritchie:  I used  to  think  that  a Billroth 
I reconstruction  was  appropriate  more  or  less 
because  that’s  the  way  nature  designed  the 
system  to  begin  with.  Most  of  the  inhibitory 
mechanisms  relating  to  gastric  acid  produc- 
tion are  located  in  the  duodenum,  and  one 
would  suspect  that,  physiologically,  patients 
with  a Billroth  I would  do  better.  However, 
the  older  literature  indicates  that,  without 
concomitant  vagotomy,  the  Billroth  I is  asso- 
ciated with  a higher  recurrence  rate  than  is 
the  Billroth  II.  There  is  one  interesting  ob- 
servation which  may  bear  on  this  problem.  If 
one  performs  truncal  vagotomy  and  antrec- 
tomy in  patients  and  then  reconstructs  them  as 
a Billroth  II,  their  post-operative  serum  gas- 
trin levels  are  very  low,  almost  undetectable. 
If  on  the  other  hand,  one  reconstructs  them  as 
a Billroth  I,  the  serum  gastrin  levels  are  pre- 
cisely the  same  as  they  were  pre-op,  indicat- 
ing perhaps  that  duodenal  gastrin  is  being  re- 
leased which  may  play  a role  in  recurrent  ul- 
cer. Unfortunately,  no  one  has  ever  random- 
ized reconstruction  in  a statistically  valid  way. 
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From  the  President's  Desk 

In  Search  of  Priorities 

There  are  so  many  health-oriented  needs  in 
our  communities  that  it  is  difficult  to  deter- 
mine which  should  be  chosen  as  our  prime 
target.  Many  of  them  have  been  with  us  for 
years  and  may  remain  with  us.  Of  primary 
importance  is  continued  education  of  the  pub- 
lic in  the  prevention,  detection  and  cure  of 
diseases. 

High  on  our  list  in  importance  are  Cancer, 
Child  Abuse  and  Neglect,  Heart  and  Respira- 
tory Diseases,  Nutrition,  and  Better  Living 
Standards  for  the  Elderly,  Drug  Abuse  and 
Venereal  Disease.  Most  communities  have 
established  organizations  for  these,  and  we  can 
work  with  them  to  implement  their  educa- 
tional programs.  If  they  have  none,  then  our 
auxiliary  members  could  work  with  them  to 
establish  some.  Who  else  is  better  qualified 
to  promote  such  programs  than  our  own  Med- 
ical Society  Auxiliary  members? 

If  a census  were  made,  I am  sure  that  our 
auxiliary  would  boast  of  more  nurses,  lab- 
oratory technicians,  x-ray  technicians,  physi- 
cal-therapists, psychology  students  and  even 
M.D.’s  than  any  other  woman’s  organization. 
So  it  seems  to  me  that  we  are  the  logical  group 
to  promote  better  health  education  in  our 
communities.  We  have  the  background  and 
the  ability  to  carry  out  this. 


We  must  be  the  leaders  in  health-oriented 
programs,  and  we  must  do  it  now. 

The  need  for  cancer  education  never  seems 
to  diminish.  In  fact,  it  may  be  increasing  in 
need.  The  American  Cancer  Society  welcomes 
our  help  and  will  work  closely  with  us. 

Child  Abuse  and  Neglect  is  being  recog- 
nized more  widely  as  a growing  menace  to  our 
children  and  there  is  much  to  be  done  in  this 
field.  The  Child  Abuse  and  Neglect  Center 
at  the  University  of  Virginia  is  suggesting  that 
multidiscipline  units  be  set  up  in  health  cen- 
ters and  hospitals  to  combat  this  abuse.*  There 
is  a mental  disorder  in  the  parent,  parents  or 
persons  who  abuse  children  and  the  Mental 
Health  Societies  and  Welfare  Departments 
are  working  together  to  provide  psychiatric 
treatment  for  the  abusers.  All  of  these  organi- 
zations are  coordinating  their  efforts  as  a team. 
We  can  help  them  apprise  the  public  of  the 
available  assistance. 

We  can  aid  in  establishing  health  courses  in 
the  classroom.  In  doing  this  we  can  provide 
“the  ounce  of  prevention”  for  many  diseases 
among  our  young  people.  There  are  unlim- 
ited potentialities  for  teaching  the  young  per- 
son to  be  a well-informed  future  parent,  to 
form  good  nutritional  habits,  and  to  under- 
stand the  horrors  of  venereal  disease. 

Venereal  diseases  among  the  young  have 
skyrocketed  in  recent  years.  They  have 
reached  such  proportions  that  physicians  are 
alarmed.  An  answer  is  to  reach  these  young 
people  by  providing  educational,  programs 
where  they  can  be  taught  the  lasting  dangers 
of  V.D. 

Drug  Abuse  is  still  widespread  and  we 
should  continue  our  educational  programs  on 
this  subject.  We  cannot  afford  to  disregard 
this  killer— and  it  is  a killer.  Young  people  are 


* For  information  write: 

Miss  Corinne  Carr, 

Child  Abuse  and  Neglect  Center, 
University  of  Virginia, 
Charlottesville. 
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committing  suicide  because  they  cannot  rid 
themselves  of  the  “habit”. 

In  working  in  our  communities  to  provide 
better  health  education  let  us  not  forget  other 
areas  of  needs  such  as  A.M.A.— E.R.F.  and  In- 
ternational Health. 

Did  you  know  that  last  year  the  Virginia 
State  Auxiliaries  raised  $31,495.85  for  the 
American  Medical  Association  Educational 
Research  Funds?  This  money  was  distrib- 
uted to  the  three  medical  schools  in  Virginia 
where  it  will  be  available  for  student  loans. 

Do  you  know  that  $20  to  $30  per  month 
will  enable  a child  of  an  international  physi- 
cian to  attend  school  while  the  father-physi- 
cian goes  to  isolated  areas  of  his  country  to 
provide  medical  care?  Many  of  these  areas  in 
the  world  will  be  without  medical  care  unless 
we  care  enough.  Just  imagine  how  far-reach- 
ing our  financial  help  would  go  if  each  aux- 
iliary across  the  State  would  adopt  a child  (it 
would  cost  approximately  $360.00  per  year). 
This  would  mean  that  21  children  would 
benefit  from  our  S.K.I.P.  program.  Recently 
we  have  learned  that  two  Scholarship  Kids  of 
International  Physicians  are  studying  medicine 
and  will  practice  medicine  in  their  own  coun- 
try. Isn’t  this  a great  reward  for  the  money 
given? 

We  have  heard  much  about  Family  Health 
and  Community  Health  this  last  year  and  there 
are  many  ways  to  promote  these.  The  very 
best  way  is  to  begin  at  home!  See  that  every 
member  of  your  family  has  a thorough  physi- 
cal examination.  Top  priority  goes  to  the 
father-husband  physician.  He  should  have  an 
annual  checkup.  Our  physician-husbands  are 
not  immune  to  ill  health  and  they  should 
practice  the  advice  they  give  their  patients: 
“Get  a checkup”. 

All  females  should  have  a complete  annual 
checkup  with  a semi-annual  gynecological 
examination.  Pap  smears  should  be  made  at 
least  once  a year. 

Children  are  no  exception  to  the  rule  of  an- 
nual checkups.  Too  often  a child  is  not  rec- 
ognized as  having  a visual  or  hearing  impair- 
ment until  he  begins  to  fall  below  usual  stand- 
ards in  school. 


There  is  a vast  area  to  be  covered  in  our 
work  with  the  auxiliary  in  the  health  educa- 
tion programs.  We  have  made  many  advances 
in  recent  years  but  there  is  much  remaining 
to  be  done.  The  auxiliary  members  are  cap- 
able of  doing  these  and  in  the  months  ahead 
we  will  see  many  new  programs  started. 

Irene  Hoge 

(Mrs.  Randolph  H.),  President 

“Nothing  worthwhile  is  achieved  with- 
out patience,  labor  and  disappointments.” 

Frederick  W.  Lewis 


Round  Tuit 

An  urgent  request  has  been  made  by  our 
Eastern  Regional  Legislation  Chairman  from 
national  headquarters  to  have  at  least  one 
hundred  members  ready  for  a LEGS  alert 
(Legislative  Effort  Group  System).  Your 
Legislation  Co-Chairmen  have  committed  our 
auxiliary  to  110  persons  whom  we  feel  we 
can  count  on.  We  do  not  believe  when  called 
upon  that  you  will  say— “I’ll  do  that  when  I 
get  around  to-it.” 

Major  changes  have  been  and  will  continue 
to  take  place  not  only  nationally  but  state- 
wide. Your  Legislative  Co-Chairmen  shall 
alert  you  when  we  need  your  help.  We  know 
we  can  count  on  YOU.  Please  contact  us  if 
you  can  be  another  link  in  our  chain  when  an 
alert  is  sounded. 

Mrs.  Stuart  Solomon 
1512  Harborough  Drive 
Richmond,  Virginia  23233 

Mrs.  William  Reid,  Jr. 

3501  Sterling  Avenue 
Alexandria,  Virginia  22304 

Mrs.  M.  P.  Neal,  Jr. 

2822  E.  Weyburn  Road 
Richmond,  Virginia  23235 

Legislative  Interest  in 
Statewide  Symposium 

It  is  indeed  gratifying  to  note  that  our  ef- 
forts in  organizing  and  sponsoring  a Child 
Abuse  Seminar  at  Reston,  Virginia,  last  Oc- 
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tober  has  brought  about  further  impetus  when 
we  were  asked  to  be  one  of  the  many  spon- 
sors of  the  Statewide  Symposium  on  Child 
Abuse  and  Neglect  held  January  8-9,  1975. 

The  Symposium  covered  parameters  of  this 
national  problem;  however,  it  was  totally  ac- 
cepted that  legislation  would  have  to  be  the 
key  to  bringing  about  reform  in  helping  an- 
swer Virginia’s  child  protection  laws. 


The  Symposium  Workshops  proved  to  be 
extremely  stimulating  and  informative  to  those 
who  did  not  realize  the  magnitude  of  the 
problem.  The  Medical  Society  of  Virginia 
has  been  very  interested  in  all  aspects  of  bills 
that  have  come  before  our  General  Assembly 
that  related  to  child  abuse  laws  and  be  assured 
they  will  continually  keep  abreast  of  these 
issues. 


Caution  in  Prescribing  Drugs. 


The  American  Medical  Association  has 
urged  physicians  to  exercise  great  caution  in 
prescribing  sleeping  pills  and  tranquilizers  that 
might  lead  to  drug  abuse  and  addiction. 

“Because  of  the  proliferation  of  psychoac- 
tive substances,  the  physician,  today  more 
than  ever  before,  should  guard  against  con- 
tributing to  drug  abuse  through  injudicious 
prescription  practices  or  by  acquiescence  to 
the  demand  of  some  patients  for  instant  chem- 
ical answers  to  their  problems.” 

The  physician  should  first  determine  that 
there  are  sound  medical  indications  for  using 


a psychoactive  drug,  such  as  a sleeping  pill  or 
a tranquilizer.  He  should  then  weigh  three 
additional  factors:  (1)  The  severity  of  symp- 
toms in  terms  of  the  patient’s  ability  to  ac- 
commodate them,  (2)  The  patient’s  reliability 
as  a drug  taker,  noted  through  observation  and 
careful  history  taking,  and  (3)  The  depend- 
ence liability  of  the  drug  itself. 

The  statement  was  prepared  by  the  AMA 
Committee  on  Alcoholism  and  Drug  Depend- 
ence, and  approved  by  the  AMA  Council  on 
Mental  Health  and  the  AMA  Department  of 
Drugs.  It  is  published  in  the  Journal  of  the 
AMA. 


166 


Virginia  Medical  Monthly 


Editorial  . . . . 


Vaccination,  the  Sun  and  the  Moon 

NEWSPAPER  COLUMNISTS  are  often  trite  and  superficial.  The  writ- 
ers who  attempt  to  give  advice  about  medical  or  scientific  matters  are 
frequently  misleading.  A happy  exception  is  George  C.  Thosteson,  M.D., 
who  writes  about  medical  subjects  and  whose  articles  appear  widely  in  news- 
papers throughout  the  country.  Not  only  does  Dr.  Thosteson  write  well 
but  his  medical  advice  usually  coincides  with  the  ideas  held  by  your  Editor, 
and  this  makes  for  a beautiful  relationship. 

Several  weeks  ago  a column  appeared  in  response  to  a query  by  a reader 
(R.T.S.)  who  asked  about  the  wisdom  of  no  longer  routinely  vaccinating 
children,  and  especially  so  in  view  of  an  epidemic  of  smallpox  that  appeared 
recently  in  India. 

Dr.  Thosteson  pointed  out  that  several  prestigious  groups,  including  the 
Academy  of  Pediatrics,  have  advised  against  compulsory  vaccination.  The 
decisions  reached  by  these  groups  were  based  on  the  virtual  elimination  of 
smallpox  in  the  United  States  and  Canada.  This  resulted,  of  course,  from 
compulsory  vaccination  prior  to  admission  of  children  to  school.  The  rule 
also  applied  to  all  persons  who  entered  this  country.  It  is  true  there  have 
been  rare  allergic  reactions  to  smallpox  vaccine  that  have  resulted  in  the 
death  of  several  children  each  year  in  this  country  as  the  price  of  universal 
vaccination. 

The  argument  of  the  organizations  opposed  to  vaccinations  therefore  goes 
that  in  view  of  the  virtual  disappearance  of  the  disease  in  the  United  States 
the  practice  should  be  eliminated  and  the  risk  of  serious  reaction  in  an 
allergic  child  would  be  obviated.  Dr.  Thosteson  agrees  there  is  probably 
little  danger  while  the  present  population  is  immunized  but  the  next  non- 
immunized  generation  would  be  as  vulnerable  to  smallpox  as  before  the  days 
of  Edward  Jenner  two  centuries  ago.  There  are  foci  of  smallpox  in  various 
parts  of  the  world  that  have  not  been  eradicated  and  these  latent  areas  of 
infection  could  cause  an  epidemic  in  an  unvaccinated  populace  every  bit 
as  bad  as  has  occurred  in  the  past. 

These  considerations  prompted  Dr.  Thosteson  to  favor  the  continuation 
of  routine  vaccination  for  the  present  with  especial  “care  to  avoid  vacci- 
nating children  who  show  signs  of  being  allergic,  or  who  have  a skin  erup- 
tion such  as  eczema.”  The  writer  is  not  sure  the  latter  precaution  would  be 
entirely  possible  but  he  certainly  agrees  with  the  major  premise  proposed 
by  Dr.  Thosteson— namely,  we  should  not  let  down  our  guard  until  the 
disease  has  been  eradicated.  The  good  doctor  did  not  mention  the  added 
hazards  of  ever  increasing  air  travel  but  this  doubtless  was  a large  factor  in 
his  decision. 

A guest  editorial  dealing  with  the  same  subject  by  F.  Clyde  Bedsaul,  M.D. 
appeared  in  the  last  issue  of  the  Virginia  Medical  Monthly.  Your  Editor 
does  not  fear  the  possibility  of  bacterial  or  viral  warfare  at  this  time  but  the 
other  dangers  enumerated  by  Dr.  Bedsaul  are  sufficient  to  postpone  any 
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decision  regarding  the  elimination  of  routine  vaccination.  While  this  article 
was  being  prepared  a report  was  received  from  the  World  Health  Organi- 
zation stating  there  were  only  1,100  active  foci  of  smallpox  in  Asia  last 
October.  One  thousand  active  foci  should  be  an  adequate  nest  egg  to  keep 
the  virus  smoldering  for  the  next  few  years. 

The  learned  groups  that  advocate  discontinuing  compulsory  vaccination 
remind  your  writer  of  the  response  given  to  a reputed  query  as  to  whether 
the  sun  or  the  moon  was  more  necessary  for  mankind’s  happiness  and  wel- 
fare. The  individual  who  was  asked  may  have  been  as  unfamiliar  with  the 
properties  of  light  as  your  Editor  is  with  the  subject  under  discussion  but 
we  both  have  fixed  ideas,  and  he  promptly  responded  that  the  moon  was 
far  more  necessary  than  the  sun.  When  asked  to  explain  he  replied  that  the 
sun  just  shines  in  the  daytime  when  it  is  bright,  but  the  moon  shines  at  night 
when  it  is  dark. 

H.  J.  W. 


The  Bulletin  Comes  of  Age 

The  medical  bulletin  of  northern  Virginia,  which  was 

founded  by  the  Arlington  County  Medical  Society  and  carries  the  desig- 
nation “America’s  First  Medical  Newspaper”,  has  reached  maturity,  for  it 
is  now  21  years  of  age.  The  Virginia  Medical  Monthly  almost  missed  the 
significance  of  its  birthday  for  this  occurred  early  in  1974  and  was  not  rec- 
ognized until  the  November-December  issue  arrived.  This  copy  came  a 
few  days  ago  and  attention  was  first  called  to  the  general  excellency  of  that 
issue  and  its  age  was  then  discovered. 

The  Bulletin  is  now  published  by  the  medical  societies  of  Alexandria, 
Arlington  and  Fairfax.  This  very  professional  12-page  newspaper  contains 
a world  of  information  about  past,  present  and  future  medical  happenings. 
The  regular  features  begin  with  the  “Presidents  Column”  and  end  with 
“Placebo”  by  Calculus.  The  ads  are  appropriate  and  unobtrusive. 

The  Editorial  Staff  consists  of  Editor  William  D.  Stone,  M.D.,  Associate 
Editor  W.  Leonard  Weyl,  M.D.,  Photographer  William  Orsinger,  M.D., 
Art  Nancy  Weyl,  and  Advertising  Manager  Dean  W.  Braley.  The  address 
is  4615  Lee  Highway,  Arlington,  Virginia  22207.  The  news  items  are  perti- 
nent, the  editorials  are  timely  and  the  photos  and  cartoons  are  excellent. 

Societies  in  the  Norfolk  area  might  consider  publishing  a somewhat  com- 
parable medical  newspaper  for  it  has  been  most  successful  in  northern 
Virginia. 

H.  J.  W. 
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Calendar  of  Events 

Radiology  of  Nuclear  Medicine— Sponsored  by  Departments  of  Radiology  and 
Continuing  Education  of  Medical  College  of  Virginia— Conference  Center— 
Williamsburg— February  24-28,  1975. 

Annual  Meeting— American  Academy  of  Pediatrics,  Virginia  Chapter— Williams- 
burg—February  28-March  2,  1975. 

Nutrition  in  Mothers,  Infants,  and  Preschool  Children— A short  course  spon- 
sored by  Department  of  Nutrition,  University  of  North  Carolina— Carolina 
Inn— Chapel  Hill— March  3-4,  1975. 

Law  Institute  on  Hospitals  and  Medicine— Sponsored  by  Departments  of  Legal 
Medicine  and  Hospital  and  Health  Administration  of  MCV— Larrick  Center, 
MCV— Richmond— March  7,  1975. 

Annual  Postgraduate  Day  and  Cardiac  Symposium— Sponsored  by  Roanoke 
Memorial  Hospital  and  Roanoke  Valley  Heart  Association— Roanoke— March 
13-14,  1975. 

Pathology  Board  Review— Clinical  Chemistry— Sponsored  by  Department  of 
Pathology,  Medical  College  of  Virginia— Richmond— March  17-21,  1975. 

National  Conference  on  Rural  Health— Sponsored  by  American  Medical 
Association— Hotel  Roanoke— Roanoke— March  20-21,  1975. 

Dietary  Seminar  in  Hypertension  and  Lipid  Disorders— Sponsored  by  Virginia 
Regional  Medical  Program,  Virginia  Dietetic  Association  and  Madison  Col- 
lege—Marion— April  3,  1975. 

Annual  Hand  Seminar— Sponsored  by  Divisions  of  Orthopedic  and  Plastic  and 
Reconstructive  Surgery,  Medical  College  of  Virginia— Richmond— April  3-4, 
1975. 

Annual  Charles  W.  Thomas  Lecture— Sponsored  by  Division  of  Connective 
Tissue  Diseases,  Medical  College  of  Virginia— Richmond— April  3-4,  1975. 

New  Medical  Executive  School— Sponsored  by  AMA/AAMSE— Sheraton-Chi- 
cago  Hotel— Chicago— April  6-8,  1975. 

Annual  Stoneburner  Lecture  Series— Sponsored  by  Departments  of  Family 
Practice  and  Continuing  Medical  Education,  Medical  College  of  Virginia— 
Richmond— April  10-11,  1975. 

Virginia  Heart  Association— Annual  Meeting  and  Scientific  Sessions— New  Cav- 
alier—Virginia  Beach— May  12-13,  1975. 

Annual  Meeting  of  American  Medical  Association— Atlantic  City,  New  Jer- 
sey—June  14-19,  1975. 

Annual  Meeting  of  The  Medical  Society  of  Virginia— Hotel  Roanoke— Roa- 
noke—October  23-26,  1975. 

National  Conference  on  Physicians,  Schools  and  Communities— Sponsored  by 
AMA— Drake  Hotel— Chicago— November  20-21,  1975. 
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New  Members. 

The  following  members  were  received  into 
The  Medical  Society  of  Virginia  during  the 
month  of  November: 

William  Earl  Adams,  M.D.,  Richmond 
Ernest  G.  Buxton,  III,  M.D.,  Newport 
News 

John  Norman  Canton,  M.D.,  Virginia 
Beach 

Ludgerio  Z.  Claustro,  M.D.,  Pounding  Mill 
Mary  Ophelia  Cruise,  M.D.,  Charlottesville 
Joseph  Gordon  Daines,  Jr.,  M.D., 

Alexandria 

Harold  J.  Fallon,  M.D.,  Richmond 
Manuel  Ordez  Hernandes,  M.D.,  McLean 
Mohammed  Akhtar  Hossain,  M.D., 

Norfolk 

Rodrigo  Claudio  Hurtado,  M.D., 

Alexandria 

James  E.  Hutchison,  M.D.,  Arlington 
Robert  A.  Kuhn,  M.D.,  Danville 
Paul  Roland  Layman,  M.D.,  Newport 
News 

Kok-Seah  Lee,  M.D.,  Woodbridge 
Soo  Ik  Lee,  M.D.,  Charlottesville 
Maria  T.  Beuhlmeyer  Mandelstamm,  M.D., 
Blacksburg 

Ramon  Avis  Motos,  M.D.,  Richlands 
Carney  Cooper  Pearce,  III,  M.D., 

Alexandria 

Leonard  J.  Ravitz,  M.D.,  Norfolk 
Charles  A.  Schehl,  M.D.,  McLean 
Leonard  Allen  Sharzer,  M.D.,  Norfolk 
Richard  John  Stilz,  M.D.,  Charlottesville 
Nguyen  Thanh  Tong,  M.D.,  Annandale 
Charles  Robert  Ubelhart,  M.D.,  Springfield 

Alexandria  Medical  Society. 

The  following  officers  have  been  elected  to 
serve  for  1975:  President,  Dr.  H.  Glenn 
Thompson;  president-elect,  Dr.  C.  Robert 
Meloni;  vice-president,  Dr.  Harold  J.  Berman; 
secretary,  Dr.  Thomas  J.  Sullivan;  and  treas- 
urer, Dr.  Eugene  R.  Jacobs. 

Danville-Pittsylvania  Academy 
of  Medicine. 

New  officers  of  the  Academy  are:  Presi- 


dent, Dr.  Max  Lassiter;  vice-presidents,  Drs. 
Delos  Boyer  and  Hugh  Willis;  and  secretary- 
treasurer,  Dr.  Jack  W.  Hall. 

Richmond  Academy  of  Medicine. 

Dr.  Carolyn  M.  McCue  succeeds  Dr.  W. 
Robert  Irby  to  the  presidency  for  1975,  and 
the  following  officers  have  been  elected:  pres- 
ident-elect, Dr.  Percy  Wootton;  vice-presi- 
dents, Drs.  J.  Latane  Ware  and  Henry  S.  Spen- 
cer; recording  secretary,  Dr.  Wyatt  S.  Beas- 
ley, III;  and  sergeant-at-arms,  Dr.  James  C. 
Jamison. 

Robert  I.  Howard  Honored. 

In  recognition  of  his  twenty-five  years  of 
leadership  as  the  executive  of  The  Medical 
Society  of  Virginia  during  which  time  he  has 
been  a Board  Member,  a loyal  friend  and 
staunch  supporter  of  the  programs  of  the  Vir- 
ginia Council  on  Health  and  Medical  Care, 
the  Council  presented  him  the  Award  of  Hon- 
or for  Distinguished  Service  to  Health.  This 
was  presented  on  January  31st. 

Dr.  Samuel  Newman  Again  Honored. 

Dr.  Samuel  Newman,  Danville,  has  been 
presented  the  Kiwanis  Citizenship  Award  for 
1974.  He  was  honored  for  his  devotion  to 
Danville,  for  his  humanitarianism  and  for  his 
accomplishments  in  medicine.  Dr.  Newman 
has  been  the  recipient  of  many  honors  and 
awards  during  his  more  than  fifty  years  of 
practicing  pediatrics  in  Danville. 

Dr.  Pearse  Resigns. 

Dr.  Warren  H.  Pearse,  dean  of  medicine  at 
the  Medical  College  of  Virginia  for  the  past 
three  years,  has  resigned  to  become  executive 
director  of  the  American  College  of  Obstetri- 
cians and  Gynecologists.  The  resignation  be- 
comes effective  July  1. 

Dr.  William  H.  Muller,  Jr., 

Chairman  of  the  Department  of  Surgery  at 
the  University  of  Virginia,  has  been  elected 
president  of  the  Southern  Surgical  Association. 
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The  MUDRANES 


Discreet  formulations  of  four  well  regarded  drugs  for  the  relief  of  bronchial 
distress — Potassium  Iodide,  Glyceryl  Guaiacolate,  Aminophylline,  Ephedrine  with 
Phenobarbital  (to  lessen  cardiac  stimulation). 


INDICATIONS:  For  the  prompt  symptomatic  relief 
of  bronchial  asthma,  emphysema  and  bronchiectasis. 
The  Mudranes  dilate  the  bronchi  and  liquefy  mucus 
plugs.  DOSAGE:  Tablet;  One  tablet  with  a full  glass 
of  water  3 or  4 times’  daily  as  required.  Divide  tablet 
for  child’s  dose.  Elixir;  Children,  1 cc  for  each  10  lbs. 
of  body  weight.  May  be  repeated  3 or  4 times  a day. 
Adult,  one  tablespoonful  4 times  daily.  All  doses  should 
be  followed  with  a glass  of  water. 

CONTKAI NDICATIONS : Aminophylline  Theophylline  is  contraindicated  in 
the  presence  of  severe  cardiac  arrhythmias  and  patients  with  massive  myocardial 
damage.  Ephedrine,  in  presence  of  severe  heart  disease,  extreme  hypertension, 
and  in  hyperthyroidism.  Phenobarbital.  in  porphyria  and  in  patients  with 
known  phenobarbital  sensitivity.  Potassium  Iodide,  in  pregnancy  (to  protect  the 
fetus  against  possible  iodine-induced  depression  of  thyroid  activity),  in  tubercu- 
losis (produces  gumma  dissolution),  and  in  acne;  also  in  the  presence  of  known 
iodide  sensitivity.  PRECAUTIONS:  Aminophylline  Theophylline  should  be 
avoided  in  patients  with  massive  myocardial  damage  and  or  severe  cardiac 


arrhythmias.  In  children,  overdose  may  cause  vomiting,  cardiac  arrhythmias, 
and  severe  agitation.  Ephedrine  should  be  used  with  caution  in  the  presence  of 
severe  cardiac  disease,  particularly  arrhythmias  and  angina  pectoris;  avoid  in 
hyperthyroidism  and  severe  hypertension.  Phenobarbital  may  be  habit-forming. 
Avoid  overdosage.  Potassium  Iodide:  Discontinue  in  the  presence  of  skin  rash, 
swelling  of  the  eyelids  and  severe  frontal  headache.  Long  use  may  cause  goiter. 
ADVERSE  REACTIONS:  Aminophylline/Theophylline  may  cause  nausea, 
cardiac  arrhythmias,  and  aggravate  severe  myocardial  disease.  It  may  cause 
headaches  and  tachycardia.  Vomiting  and  dizziness  are  not  uncommon.  Ephed- 
rine: In  patients  hypersensitive  to  CNS  stimulation,  ephedrine  may  cause  nerv- 
ousness. tachycardia,  extrasystole  and  ventricular  arrhythmias.  May  cause  uri- 
nary retention,  especially  in  the  presence  of  partial  prostatic  obstruction. 
Psychoneurosis  may  be  aggravated.  Pre-existing  anginal  pain  will  be  aggra- 
vated. Phenobarbital  may  produce  severe  skin  rash.  Avoid  overdosage.  May  be 
habit-forming.  Potassium  Iodide  may  cause  nausea.  Over  very  long  period  of 
use.  iodides  cause  goiter.  Discontinue  if  patient  develops  skin  rash,  eye  irrita- 
tion. eyelid  swelling,  or  severe  frontal  headache. 

HOW  SUPPLIED:  Mudrane  and  Mudrane  GG  avail- 
able in  bottles  of  100  and  1000  tablets;  Mudrane-2  and 
Mudrane  GG-2  in  100s;  Elixir  in  pints  and  half-srallons. 


Federal  laic  prohibits  dispensing  without  presenption . 

WILLIAM  P.  POYTHRESS  & COMPANY.  INC..  RICHMOND,  VIRGINIA  23201 


Fvnrth  DMii  •(  Nurilni 


Accredited 


by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

MRS.  PLYLER’S 
NURSING  HOME 


KATE  E.  PLYLER  (1876-1947) 


GENE  CLARK  REGIRER  (1912-1962) 


A private  nursing  home  dedicated  to  extended,  intermediate  and  custodial  care 


LEWIS-GALE 

1802  Braeburn  Drive 


ANESTHESIOLOGY 

Leigh  0.  Atkinson,  M.D. 

George  P.  Baron,  M.D. 

EMERGENCY  AND  INDUSTRIAL  DEPARTMENT 

E.  Wilson  Watts,  Jr.,  M.D. 

Benjamin  N.  Jones,  M.D. 

John  S.  Jeremiah,  M.D. 

John  M.  Garvin,  M.D. 

Robert  0.  McGuffin,  M.D. 

Larry  A.  Widner,  M.D. 

FAMILY  PRACTICE 
Allen  M.  Clague,  M.D. 

Keith  C.  Edmunds,  M.D. 

GENERAL  SURGERY 
W.  Langley  Sibley,  M.D. 

W.  R.  Whitman,  Jr.,  M.D. 

William  L.  Sibley,  III,  M.D. 

Edwin  L.  Williams,  II,  M.D. 

INTERNAL  MEDICINE 

Robert  F.  Bondurant,  M.D. 

Frank  Alton  Wade,  M.D. 

George  H.  Wall,  M.D. 

J.  Milton  Miller,  M.D. 

David  S.  Miller,  M.D. 

Michael  J.  Moore,  M.D. 

William  M.  Blaylock,  M.D 


ARTHRITIS  AND  RHEUMATOLOGY 

William  M.  Blaylock,  M.D. 

GA8TR0ENTER0L0GY 
George  H.  Wall,  M.D. 

Accredited  by  the 


CLINIC,  INC. 

Salem,  Virginia  24153 

HEMATOLOGY  AND  ONCOLOGY 

J.  Milton  Miller,  M.D. 

OBSTETRICS  AND  GYNECOLOGY 
Garrett  G.  Gooch,  III,  M.D. 

C.  Leon  Jennings,  Jr.,  M.D. 

Thomas  M.  Winn,  Jr.,  M.D. 

ORTHOPAEDIC  SURGERY 
Richard  H.  Fisher,  M.D. 

Alonzo  H.  Myers,  Jr.,  M.D. 

S.  Curtiss  Mull,  M.D. 

OTOLARYNGOLOGY 

J.  Bruce  Hagadorn,  M.D. 

PEDIATRICS 

Thomas  J.  Humphries,  M.D. 

John  T.  Walke,  M.D. 

W.  P.  Wiltsee  Young,  M.D. 

F.  Joseph  Duckwall,  M.D. 

William  J.  Kagey,  M.D. 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
Warren  L.  Moorman,  M.D. 

Robert  F.  Roth,  M.D. 

RADIOLOGY  AND  NUCLEAR  MEDICINE 

Carl  M.  Russell,  M.D. 

Donald  W.  Spicer,  M.D. 

Clyde  F.  Lloyd,  M.D. 

William  A.  Cassada,  Jr.,  M.D. 

J.  William  Barnard,  M.D. 

THORACIC  AND  VASCULAR  SURGERY 

William  L.  Sibley,  III,  M.D. 

Edwin  L.  Williams,  M.D. 

UROLOGY 

Thomas  S.  R.  Ward,  M.D. 

Group  Practice  Association 
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American  College  of  Physicians. 

The  following  doctors  have  been  named 
fellows  of  the  College:  Drs.  Harold  J.  Fallon 
and  John  L.  Patterson,  Jr.,  Richmond;  Dr. 
John  G.  Setter,  Portsmouth,  and  Dr.  Nicho- 
las B.  Cirillo,  Annandale. 

Arlington  Hospital  Medical  Staff. 

Dr.  Timothy  L.  Kelly,  Jr.,  has  been  named 


Obituary . . . 

Dr.  Guy  Carlton  Amory, 

Newport  News,  died  December  17  at  the 
age  of  seventy-five.  He  was  a graduate  of  the 
Medical  College  of  Virginia  in  1926  and  had 
practiced  for  more  than  45  years  on  the  Pe- 
ninsula, part  of  that  time  as  physician  for  the 
Newport  News  Shipbuilding  and  Dry  Dock 
Company.  Dr.  Amory  had  been  a member  of 
The  Medical  Society  of  Virginia  for  forty- 
six  years. 

His  wife,  a son  and  a daughter  survive  him. 


president  of  the  staff;  Dr.  Lawrence  A.  Gay- 
dos,  vice-president,  and  Dr.  James  H.  Stall- 
ings, Jr.,  secretary. 

For  Sale. 

G.  E.  Maximar  100  X-Ray  machine.  Con- 
tact Drs.  Watkins  and  Neal,  Inc.,  321  Main 
Street,  Newport  News,  Virginia  23601.  Phone 
596-8183.  ( Adv .) 


Dr.  Wyatt  Earle  Roye, 

Richmond,  died  December  21.  He  was  six- 
ty-six years  of  age  and  graduated  from  the 
Medical  College  of  Virginia  in  1931.  Dr. 
Roye  was  chief  of  the  out-patient  department 
of  McGuire  Veterans  Administration  Hos- 
pital. He  joined  the  staff  of  McGuire  shortly 
after  discharge  from  the  army  in  1946.  Dr. 
Roye  had  been  a member  of  The  Medical  So- 
ciety of  Virginia  for  thirty-eight  years. 

His  wife,  a son  and  a daughter  survive  him. 
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STUART  CIRCLE  HOSPITAL 


413-21  Stuart  Circle 

Medicine: 

Manfred  Call,  III,  M.D. 

Alexander  G.  Brown,  III,  M.D. 

John  D.  Call,  M.D. 

Wyndham  B.  Blanton,  Jr.,  M.D. 
Frank  M.  Blanton,  M.D. 

William  W.  Martin,  Jr.,  M.D. 

James  R.  Wickham,  M.D. 

Snowden  C.  Hall,  III,  M.D. 

Obstetrics  and  Gynecology: 

Spotswood  Robins,  M.D. 

David  C.  Forrest,  M.D. 

Joseph  C.  Parker,  M.D. 

William  M.  Oppf.nhimer,  M.D. 

Orthopedics: 

Beverley  B.  Clary,  M.D. 

James  B.  Dalton,  Jr.,  M.D. 

Franklin  P.  Watkins,  M.D. 

Pediatrics: 

Thomas  P.  Overton,  M.D. 

Edward  J.  Wiley,  M.D. 

Roentgenology  and  Radiology : 

Hunter  B.  Frischkorn,  Jr.,  M.D. 
William  C.  Barr,  M.D. 

John  E.  Reed,  M.D. 


RICHMOND,  VIRGINIA 

Anesthesiology : 

William  B.  Moncure,  M.D. 
Heth  Owen,  Jr.,  M.D. 

Surgery: 

Richard  A.  Michaux,  M.D. 
Carrington  Williams,  Jr.,  M.D. 
Armistead  M.  Williams,  M.D. 
James  R.  Darden,  Jr.,  M.D. 
Wyatt  S.  Beazi.ey,  III,  M.D. 

Urological  Surgery: 

Frank  Pole,  M.D. 

Harry  S.  Rowland,  Jr.,  M.D. 

Plastic  Surgery: 

Hunter  S.  Jackson,  M.D. 
Ophthalmology,  Otolaryngology: 
Richard  W.  Dodd,  M.D. 

J.  Warren  Montague,  M.D. 

Pathology: 

Sung  C.  Park,  M.D. 

Physical  Therapy: 

William  J.  Cowan,  R.P.T. 
Administrator : 

Kenneth  M.  Holt 


BAYBERRY  PSYCHIATRIC  HOSPITAL 

HAMPTON,  VIRGINIA 

Bayberry  is  a 125  bed  private  hospital  which  offers  a wide  range  of  inpatient,  day  care,  outpatient,  and  con- 
sultative services,  as  well  as  treatment  programs  for  adolescents,  children,  and  alcoholics. 

TREATMENT 

After  a comprehensive  medical  and  psychiatric  evaluation,  each  patient  receives  an  individualized  treat- 
ment program  and  schedule  of  activity  therapies.  Treatment  may  include  individual  therapy,  group  ther- 
apy, psychodrama,  chemotherapy,  electroconvulsive  or  insulin  treatment. 

EDUCATION 

A regular  school  curriculum  is  followed  and  academic  credit  is  given.  The  Hampton  Roads  Reading  Cen- 
ter is  located  within  the  hospital  and  provides  special  instruction  for  children  with  dyslexia  and  other 
learning  problems. 

REHABILITATION 

Rehabilitation  services  include  individual  counseling,  special  education,  and  job  training  programs. 

ACCREDITATION 

Accredited  by  the  Joint  Commission  on  Accreditation  of  Hospitals,  approved  for  Medicare,  member  of  the 
American  Hospital  Association,  and  licensed  by  the  State  Department  of  Hospitals  and  Mental  Hygiene. 

Wendell  J.  Pile,  M.D. 

Medical  Director 

Howard  L.  Cox,  M.D.  Basil  E.  Roebuck,  M.D.  Jonathan  G.  Solomon,  M.D.,  Ltd. 

BROCHURE  SENT  ON  REQUEST 

Contact:  Medical  Director,  530  E.  Queen  Street,  Hampton,  Va.  23369 
Telephone  (804)  722-2504 
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Important  Note  This  drug  is  not  a simple  anal- 
gesic Do  not  administer  casually  Carefully 
evaluate  patients  before  starting  treatment  and 
keep  them  under  close  supervision  Obtain  a 
detailed  history,  and  complete  physical  and 
laboratory  examination  (complete  hemogram, 
urinalysis,  etc.)  before  prescribing  and  at  fre- 
quent intervals  thereafter.  Carefully  select  pa- 
tients. avoiding  those  responsive  to  routine 
measures,  contraindicated  patients  or  those 
who  cannot  be  observed  frequently  Warn  pa- 
tients not  to  exceed  recommended  dosage 
Short-term  relief  of  severe  symptoms  with  the 
smallest  possible  dosage  is  the  goal  of  therapy 
Dosage  should  be  taken  with  meals  or  a full 
glass  of  milk  Substitute  alka  capsules  for 
tablets  if  dyspeptic  symptoms  occur.  Patients 
should  discontinue  the  drug  and  report  immedi- 
ately any  sign  of  fever,  sore  throat,  oral  lesions 
(symptoms  of  blood  dyscrasia);  dyspepsia, 
epigastric  pain,  symptoms  of  anemia,  black  or 
tarry  stools  or  other  evidence  of  intestinal 
ulceration  or  hemorrhage,  skm  reactions,  signi- 
ficant weight  gain  or  edema  A one-week  trial 
period  is  adequate.  Discontinue  in  the  absence 
of  a favorable  response.  Restrict  treatment 
periods  to  one  week  in  patients  over  sixty 
Indications  Rheumatoid  arthritis,  osteoarthritis, 
bursitis,  acute  gouty  arthritis  and  rheumatoid 
spondylitis 

Contraindications:  Children  14  years  or  less 
senile  patients,  history  or  symptoms  of  G.l.  in- 
flammation or  ulceration  including  severe,  re- 
current or  persistent  dyspepsia,  history  or 
presence  of  drug  allergy;  blood  dyscrasias; 
renal,  hepatic  or  cardiac  dysfunction;  hyperten- 
sion; thyroid  disease;  systemic  edema;  stomatitis 
and  salivary  gland  enlargement  due  to  the  drug, 
polymyalgia  rheumatica  and  temporal  arteritis, 
patients  receiving  other  potent  chemothera- 
peutic agents,  or  long-term  anticoagulant 
therapy 

Warnings:  Age.  weight,  dosage,  duration  of  ther- 
apy, existance  of  concomitant  diseases,  and 
concurrent  potent  chemotherapy  affect  inci- 
dence of  toxic  reactions.  Carefully  instruct  and 
observe  the  individual  patient,  especially  the 
aging  (forty  years  and  over)  who  have  increased 
susceptibility  to  the  toxicity  of  the  drug  Use 
lowest  effective  dosage  Weigh  initially  unpre- 


dictable benefits  against  potential  risk  of 
severe,  even  fatal,  reactions.  The  disease  con- 
dition itself  is  unaltered  by  the  drug  Use  with 
caution  in  first  trimester  of  pregnancy  and  in 
nursing  mothers.  Drug  may  appear  in  cord 
blood  and  breast  milk.  Serious,  even  fatal,  blood 
dyscrasias.  including  aplastic  anemia,  may 
occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  ces- 
sation of  drug  Any  significant  change  in  total 
white  count,  relative  decrease  in  granulo- 
cytes. appearance  of  immature  forms,  or  fall  in 
hematocrit  should  signal  immediate  cessation 
of  therapy  and  complete  hematologic  investiga- 
tion Unexplained  bleeding  involving  CNS. 
adrenals,  and  G.l.  tract  has  occurred  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea, 
and  sulfonamide-type  agents.  Carefully  observe 
patients  taking  these  agents  Nontoxic  and  toxic 
goiters  and  myxedema  have  been  reported  (the 
drug  reduces  iodine  uptake  by  the  thyroid). 
Blurred  vision  can  be  a significant  toxic  symp- 
tom worthy  of  a complete  ophthalmological  ex- 
amination Swelling  of  ankles  or  face  in 
patients  under  sixty  may  be  prevented  by 
reducing  dosage.  If  edema  occurs  in  patients 
over  sixty,  discontinue  drug 
Precautions  The  following  should  be  accom- 
plished at  regular  intervals  Careful  detailed 
history  for  disease  being  treated  and  detection 
of  earliest  signs  of  adverse  reactions;  complete 
physical  examination  including  check  of  pa- 
tient s weight,  complete  weekly  (especially  for 
the  aging)  or  an  every  two  week  blood  check; 
pertinent  laboratory  studies.  Caution  patients 
about  participating  in  activity  requiring  alert- 
ness and  coordination,  as  driving  a car,  etc. 
Cases  of  leukemia  have  been  reported  in  pa- 
tients with  a history  of  short-  and  long-term 
therapy.  The  majority  of  these  patients  were 
over  forty.  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia 
Adverse  Reactions  This  is  a potent  drug,  its 
misuse  can  lead  to  serious  results.  Review  de- 
tailed information  before  beginning  therapy 
Ulcerative  esophagitis,  acute  and  reactivated 
gastric  and  duodenal  ulcer  with  perforation 
and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G.l  bleeding  with  anemia, 
gastritis,  epigastric  pain,  hematemesis.  dys- 


pepsia. nausea,  vomiting  and  diarrhea,  abdomi- 
nal distention,  agranulocytosis,  aplastic  anemia, 
hemolytic  anemia,  anemia  due  to  blood  loss  in- 
cluding occult  G.l.  bleeding,  thrombocytopenia, 
pancytopenia,  leukemia,  leukopenia,  bone 
marrow  depression,  sodium  and  chloride  re- 
tention. water  retention  and  edema,  plasma 
dilution,  respiratory  alkalosis,  metabolic  acido- 
sis. fatal  and  nonfatal  hepatitis  (cholestasis  may 
or  may  not  be  prominent),  petechiae.  purpura 
without  thrombocytopenia,  toxic  pruritus, 
erythema  nodosum,  erythema  multiforme. 
Stevens-Johnson  syndrome.  Lyell  s syndrome 
(toxic  necrotizing  epidermolysis),  exfoliative 
dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphylactic  shock, 
urticaria,  arthralgia,  fever,  rashes  (all  allergic 
reactions  require  prompt  and  permanent  with- 
drawal of  the  drug),  proteinuria,  hematuria, 
oliguria,  anuria,  renal  failure  with  azotemia, 
glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical 
necrosis,  renal  stones,  ureteral  obstruction  with 
uric  acid  crystals  due  to  uricosuric  action  of 
drug,  impaired  renal  function,  cardiac  decom- 
pensation. hypertension,  pericarditis,  diffuse 
interstitial  myocarditis  with  muscle  necrosis, 
perivascular  granulomata,  aggravation  of  tem- 
poral arteritis  in  patients  with  polymyalgia  rheu- 
matica. optic  neuritis,  blurred  vision,  retinal 
hemorrhage,  toxic  amblyopia,  retinal  detach- 
ment. hearing  loss,  hyperglycemia,  thyroid 
hyperplasia,  toxic  goiter,  association  of  hyper- 
thyroidism and  hypothyroidism  (causal  relation- 
ship not  established),  agitation,  confusional 
states,  lethargy;  CNS  reactions  associated  with 
overdosage,  including  convulsions,  euphoria, 
psychosis,  depression,  headaches,  hallucina- 
tions. giddiness,  vertigo,  coma,  hyperventila- 
tion. insomnia;  ulcerative  stomatitis,  salivary 
gland  enlargement 
(B)98-  146-070-J  (10/71) 

For  complete  details,  including  dosage,  please 
see  full  prescribing  information. 

GEIGY  Pharmaceuticals 

Division  of  CIBA-GEIGY  Corporation 

Ardsley.  New  York  10502 

BU  10259 


ST.  LUKE'S  HOSPITAL 

Established  1882 
Hunter  H.  McGuire,  M.D. 


McGuire  clinic  inc. 

Established  1923 
Stuart  McGuire,  M.D. 


1000  West  Grace  Street 
Richmond,  Virginia 


General  Surgery  & Gynecology 

Joseph  W.  Coxe,  III,  M.D. 
H.  Fairfax  Conquest,  M.D. 
Gilbert  H.  Bryson,  M.D. 
William  M.  Crouch,  M.D. 

Anesthesiology 

Beverley  Jones,  M.D. 

Physical  Therapy 

Elizabeth  L.  Watson,  R.P.T. 


Internal  Medicine 

John  P.  Lynch,  M.D. 

John  B.  Catlett,  M.D. 

Robert  W.  Bedinger,  M.D. 
David  L.  Litchfield,  M.D. 
Burness  F.  Ansell,  Jr.,  M.D. 
W.  Wayne  Key,  Jr.,  M.D. 
Randolph  M.  Halloran,  M.D. 
Hilton  R.  Almond,  M.D. 
James  A.  Repass,  M.D. 


Radiology 

Henry  S.  Spencer,  M.D. 
Donald  P.  King,  M.D. 

Isotopes 

David  L.  Litchfield,  M.D. 

Pathology 

Hubert  R.  White,  Jr.,  M.D 


Hospital  Administrator 

Gerald  J.  LaGesse 

Director  of  Nurses — St.  Luke's  Hospital 

Ann  M.  Urbine,  R.N. 

School  of  Nursing 

Ann  M.  Urbine,  R.N.,  Director 
Joan  B.  Hovis,  R.N.,  Dir.  of  Ed. 
Elizabeth  H.  Ellett,  R.N.,  Instructor 


Clinic  Manager 

S.  Taylor  Ware,  Jr. 

Director  of  Nurses — McGuire  Clinic,  Inc. 

Mary  E.  Simmons,  R.N. 


Tidewater  Psychiatric  Institute 

J 

1701  Will-O-Wisp  Drive 
Virginia  Beach,  Virginia  23454 

AND 

1005  Hampton  Boulevard 
Norfolk,  Virginia  23507 

Private  hospitals  for  the  treatment  of  psychiatric  disorders  of  adults  and 
adolescents,  alcoholism,  and  drug  addiction.  Residential  special 
education  for  emotionally  disturbed  adolescents. 

David  C.  Butler 

Administrator 

Julian  W.  Selig,  Jr.,  M.D.  Stuart  Ashman,  M.D. 

Hospital  Director,  Norfolk  Hospital  Director,  Virginia  Beach 

( Brochure  sent  on  request) 
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COMMONWEALTH 

PSYCHIATRIC 

CENTER 

Exclusively  For  Children  and  Adolescents— 
A new,  completely  modern  66-bed  hospital 
is  now  open  for  patient  referrals 

■ Work  has  recently  been  completed  on  this  new 
hospital,  specifically  designed  for  the  treatment  of 
the  emotionally  disturbed.  In  addition  to  the 
hospital  itself,  the  Center  is  moving  ahead  with 
construction  of  a gymnasium  and  swimming  pool  to 
provide  its  patients  with  the  very  best  of  private 
institutional  facilities  in  the  Mid-Atlantic  Region. 

■ Four  full-time  child  psychiatrists  and  a staff  of 
experienced  psychologists,  psychiatric  nurses, 
psychiatric  social  workers,  therapists  and  other 
specialists  offer  a wide  range  of  treatment 
modalities.  A fully-accredited  school  program 
features  small  classes  structured  to  meet  the  needs 
of  the  individual. 

Brochure  on  Request 
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COMMONWEALTH 
PSYCHIATRIC  CENTER 

3001  FIFTH  AVENUE, 
RICHMOND,  VIRGINIA  23222 

(804)  329-4392 
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SAINT  ALBANS  PSYCHIATRIC  HOSPITAL 

RADFORD,  VIRGINIA  24141 

703-639-2481 

A fully  accredited  private  psychiatric  hospital  for  the 
treatment  of  all  major  psychiatric  illnesses  including  al- 
coholism and  drug  abuse  problems  of  adolescents  and 
adults. 


Morgan  E.  Scott,  M.D.  George  K.  White 

President  of  the  Medical  Staff  Administrator 


TUCKER  HOSPITAL  Inc 

212  West  Franklin  Street 
Richmond,  Virginia 


A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and 
neurological  disorders.  Hospital  and  out-patient  services. 


James  Asa  Shield,  M.D. 
George  S.  Fultz,  Jr.,  M.D. 
Catherine  T.  Ray,  M.D. 


Weir  M.  Tucker,  M.D. 
James  Asa  Shield,  Jr.,  M.D. 
Graenum  R.  Schiff,  M.D. 
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JOHNSTON-WILLIS 

HOSPITAL 

RICHMOND,  VIRGINIA 

©So 

A MODERN  GENERAL  HOSPITAL 
PRIVATELY  MANAGED 
SITUATED  IN  THE  QUIET  OF  THE 
WEST  END  RESIDENTIAL  SECTION 


Pulaski 

Home  For  Adults 

* Newly  remodeled  and  decorated 

* Private  £r  semi-private  rooms 

* Assistant  on  duty  24  hours  a day 

* Medical  facilities  near  by 

* Reasonable  rates,  $250  Cr  up. 

| Write  or  phone  for  further  { 

• o 

! information:  P.O.  Box  938,  j 
Pulaski,  Va.  24301  or  j 
phone  980-2200. 

Russ  Penner, 
Business  Manager 


CIRCUBID" 

(Ethaverine  HC 1-150 mg.) 

Time  Disintegrating  Capsules 

Caution:  Federal  law  prohibits  dispens- 
ing without  prescription. 

Each  Capsule*contains:  Ethaverine  HCI. 
150  mg. 

ACTION:  Ethaverine  HCI.  acts  directly 
on  the  smooth  muscle  cells  without  in- 
volving the  autonomic  nervous  system 
or  its  receptors. 

INDICATIONS:  In  peripheral  and  cere- 
bral vascular  insufficiency  associated 
with  arterial  spasm,  in  spastic  conditions 
of  the  gastro-intestinal  and  genitourin- 
ary tracts. 

CONTRAINDICATIONS:  Contraindicat- 
ed in  the  presence  of  complete  atrio- 
ventricular dissociation. 

PRECAUTIONS:  It  should  be  adminis- 
tered with  caution  in  patients  with  glau- 
coma. It  should  not  be  used  in  pregnant 
womenorin  women  of  childbearing  age 
unless  directed  by  a physician. 

ADVERSE  REACTIONS:  Even  though 
the  incidence  of  side  effects  as  report- 
ed in  literature  is  very  low,  it  is  possible 
for  a patient  to  evidence  nausea,  anorexia, 
abdominal  distress,  dryness  of  the  throat, 
hypotension,  flushing,  sweating,  vertigo, 
respiratory  depression,  cardiac  depres- 
sion, cardiac  arrhythmia  and  headache. 
If  these  side  effects  occur,  reduce 
dosage  or  discontinue  medication. 

DOSAGE:  The  usual  adult  dose  is  300 
mg.  daily,  one  capsule  every  12  hours. 
In  more  difficult  cases  the  dosage  may 
be  increased  to  600  mg.  daily  as  deter- 
mined by  the  physician.  It  is  most  effect- 
ive given  early  in  the  course  of  the 
vascular  disorder.  Because  of  the  chronic 
nature  of  the  disease  long  term  therapy 
is  required. 

*Manufactured  to  provide  a prolonged 
therapeutic  effect. 

HOW  SUPPLIED:  Bottles  of  100  and 
1000 

W.  E MERCHANT 
PHARMACEUTICAL  CO.,  INC. 
Warrenton,  Virginia  22186 
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W.F.  MERCHANT  PHARMACEUTICAL  CO.,  INC 

4 SOUTH  THIRD  ST.  • P.  O.  BOX  527  • WARRENTON,  VIRGINIA  22186 


Oriental  Rugs 


My  name  is  Amir  Zinat;  I am  Iranian.  Years 
ago  as  a graduate  student  in  the  U.S.,  I noticed  the 
big  difference  in  the  price  of  Orientals  in  my  home- 
land and  here.  So  I asked  my  people  to  send  me 
many  rugs.  I have  chosen,  as  my  business,  to  sell 
these  rugs  at  more  reasonable  prices.  These  rugs  may 
be  exchanged,  are  guaranteed  to  increase  in  value, 
are  selected  by  natives,  and  the  price  is  fully  refund- 
able. 


If  you  are  purchasing  an  Oriental  rug,  you  need  to  learn  about  them.  Mistakes  can  be  costly;  so  know  some 
facts  before  you  buy: 

1.  There  are  many  rugs  around  which  may  look  similar  to  Persian  ones  and  may  be  named  Iranian-sounding 
names  to  confuse  you.  Look  for  the  label,  "Made  in  Iran". 

2.  Even  all  genuine  Orientals  are  not  Persian  and  not  necessarily  what  you  have  learned  about  their  value  and 
durability. 

3.  Stores  and  auctioneers  often  sell  unauthentic  or  worn-out  Persian  rugs  for  far  too  much.  A good  Iranian  rug 
is  not  out  of  reach,  and  if  it  is  genuine  it  will  hold  or  increase  its  value. 

4.  Do  not  count  much  on  the  words,  Princess,  Contract,  Signed,  Collector's  Item,  Royal,  Imperial,  Prayer,  etc. 
They  are  all  part  of  a sales  pitch  or  gossip.  Rugs  are  named  by  the  village  or,  more  often,  the  region  of  ori- 
gin. The  quality  of  the  rug  may  vary  greatly  regardless  of  the  name.  So,  you  should  judge  a rug  by  its  own 
individual  merits,  not  by  the  name. 

I would  be  happy  to  help  you  learn  more  about  Orientals  and  assist  you  in  any  way  in  your  selection. 


Roller-type  Loom 


Please  call  358-1711 
also  recommend  me  to  your  friends 

Thank  you 
Amir  Zinat 

20021/2  Staples  Mill  Road 
Richmond,  Virginia 


(on  the  back  side  of  Cross  Roads  Shopping 
Center) 
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OVER  $1,000,000  IN  BENEFITS  PAID 
TO  THE  MEDICAL  SOCIETY  OF  VIRGINIA  MEMBERS 


Long-Term  Disability  Insurance 
At  Low  Group  Rates 


A Doctor’s  earned  income  can  stop 
when  he  is  SICK  or  HURT  and 
CAN’T  WORK.  Long-term  disabil- 
ity insurance  could  provide  the 
needed  CASH  when  this  happens. 


Here  are  a few  of  fhe  outstanding  features  of  this 
plan: 

1.  Lifetime  accident  benefits 

2.  Sickness  benefits  for  up  to  seven  years  or  to  age 
65 

3.  UNIQUE  definition  of  disability  (7  year  benefit 
period  if  sickness  prevents  you  from  engaging  in 
your  specialty) 

4.  Confinement  not  required  for  disability  benefits 

5.  Federal  income  tax-free  benefits 

ALSO 

As  a participant  in  this  plan  you  receive: 

1.  Special  low  group  rates 

2.  Convenient  local  claim  service 


Interested?  To  find  out  more,  simply  return  the  coupon  below  to  the  administrator  nearest  you. 


THE  PRICE  OF  A STAMP  MAY  ALSO  BUY  YOU  PEACE  OF  MIND 


Murphy  Insurance  & Travel  Ernest  L.  Baker  Associates 

108  2nd  St.,  S.  E.  Suite  1118 

Charlottesville,  Virginia  22901  205  34th  Street 

295-4157  Virginia  Beach,  Va.  23451 

425-1892 


Suter  Associates,  Inc. 

2425  Wilson  Blvd. 
Arlington,  Virginia  22201 
525-6700 


G.  C.  French  Agency,  Inc. 

1004  North  Thompson  Street 
Richmond,  Virginia  23230 
358-7141 


General  Insurance  of  Roanoke 

Shenandoah  Building 
Roanoke,  Virginia  24011 
345-8148 


I would  like  more  information  about  the  Long-term  Group 
Disability  Insurance  sponsored  by  The  Medical  Society  of 
Virginia. 

Name Phone 

Address  

City State Zip 
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Each  tablet  contains  80  mg  trimethoprim 
and  400  mg  sulfamethoxazole. 

\ high  assurance  of  clinical  efficacy 

■ in  cystitis,  pyelonephritis  and  pyelitis  diagnosed  as  chronic 
■ against  susceptible  strains  of  the  common  urinary  tract  pathogens, 
usually  E.  coli,  Klebsiella-Enterobacter , Proteus  mirabilis , and, 
less  frequently,  indole-positive  proteus  species. 


efore  prescribing,  please  consult  complete  product 
formation,  a summary  of  which  follows: 
dications:  Chronic  urinary  tract  infections  (primarily 
yelonephritis,  pyelitis  and  cystitis)  due  to  susceptible 
rganisms  (usually  E.  coli,  Klebsiella-Enterobacter, 
roteus  mirabilis,  and,  less  frequently,  indole-positive 
roteus  species). 

lote:  The  increasing  frequency  of  resistant  organisms 
mits  the  usefulness  of  antibacterials,  especially  in 
ironic  and  recurrent  urinary  tract  infections. 
Contraindications:  Hypersensitivity  to  trimethoprim 
r sulfonamides;  pregnancy;  nursing  mothers. 
Varnings:  Deaths  from  hypersensitivity  reactions, 
granulocytosis,  aplastic  anemia  and  other  blood  dys- 
rasias  have  been  associated  with  sulfonamides.  Expe- 
ience  with  trimethoprim  is  much  more  limited  but 
'ccasional  interference  with  hematopoiesis  has  been 
eported  as  well  as  an  increased  incidence  of  throm- 
openia  in  elderly  patients  on  diuretics,  primarily 
liazides.  Sore  throat,  fever,  pallor  or  jaundice  may  be 
arly  signs  of  serious  blood  disorders.  Frequent  CBC's 
re  recommended;  therapy  should  be  discontinued 
: a significantly  reduced  count  of  any  formed  blood 
lenient  is  noted.  Data  are  insufficient  to  recommend 
ise  in  infants  and  children  under  12. 

'recautions:  Use  cautiously  in  patients  with  impaired 
enal  or  hepatic  function,  possible  folate  deficiency, 
llergy  or  bronchial  asthma;  and  in  those  with  glucose- 
>-phosphate  dehydrogenase  deficiency,  where  he- 
nolysis  may  occur.  During  therapy,  maintain  adequate 
luid  intake  and  perform  frequent  urinalyses,  with 
:areful  microscopic  examination,  and  renal  function 
ests,  particularly  where  there  is  impaired  renal 
unction. 

Adverse  Reactions:  All  major  reactions  to  sulfona- 
nides  and  trimethoprim  are  included,  even  if  not 
eported  with  Bactrim.  Blood  dyscrasias:  Agranulocy- 
osis,  aplastic  anemia,  megaloblastic  anemia,  throm- 
lopenia,  leukopenia,  hemolytic  anemia,  purpura, 
lypoprothrombinemia  and  methemoglobinemia. 
Allergic  reactions:  Erythema  multiforme,  Stevens- 
ohnson  syndrome,  generalized  skin  eruptions, epider- 
mal necrolysis,  urticaria,  serum  sickness,  pruritus, 


exfoliative  dermatitis,  anaphylactoid  reactions,  peri- 
orbital edema,  conjunctival  and  scleral  injection, 
photosensitization,  arthralgia  and  allergic  myocarditis. 
Gastrointestinal  reactions:  Glossitis,  stomatitis,  nausea, 
emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pan- 
creatitis. CNS reactions:  Headache,  peripheral  neuritis, 
mental  depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions: 
Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and 
anuria,  periarteritis  nodosa  and  L.E.  phenomenon.  Due 
to  certain  chemical  similarities  to  some  goitrogens, 
diuretics  (acetazolamide,  thiazides)  and  oral  hypogly- 
cemic agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in 
patients;  cross-sensitivity  with  these  agents  may  exist. 

In  rats,  long-term  therapy  with  sulfonamides  has  pro- 
duced thyroid  malignancies. 

Dosage:  Not  recommended  for  children  under  12. 
Usual  adult  dosage:  Two  tablets  b.i.d  for  10  to  14  days. 
For  patients  with  renal  impairment: 


Creatinine 

Recommended 

Clearance  (ml/ min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

2 tablets  every  24  hours 

Below  15 

Use  not  recommended 

Supplied:  Tablets,  each  containing  80  mg  trimetho- 
prim and  400  mg  sulfamethoxazole— bottles  of  100 
and  500;  Tel-E-Dose®  packages  of  1000;  Prescription 
Paks  of  40,  available  singly  and  in  trays  of  10. 


Each  tablet  contains  80  mg  trimethoprim 
and  400  mg  sulfamethoxazole. 


5'  > 


high  assurance  of  antibacterial  activity 

cystitis,  pyelonephritis  and  pyelitis  diagnosed 
as  chronic  and  due  to  susceptible  organisms. 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  appears  on  preceding  page. 
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Both  often 


Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  fre 
and/or  severity  of  grand  mal  seizur  jtw 
require  increased  dosage  of  standa  ant 
convulsant  medication;  abrupt  with  pw 
may  be  associated  with  temporary  . 
crease  in  frequency  and/or  severity 
seizures.  Advise  against  simultanec 1 in- 
gestion of  alcohol  and  other  CNS  df  es- 
sants.  Withdrawal  symptoms  (simi'jto 
those  with  barbiturates  and  alcoho  iave 
occurred  following  abrupt  disconth  ar:i 
(convulsions,  tremor,  abdominal  ai 
cle  cramps,  vomiting  and  sweating 
addiction-prone  individuals  under  ■ refu 


iS^A.  CO  UN  i WAY 
LI3RARY  Or  MEDICINE 
BOSTON 


APR  9 1975 

espond  to  one 


According  to  her  major 
ptoms,  she  is  a psychoneu- 
o c patient  with  severe 
iniety.  But  according  to  the 
ie;ription  she  gives  of  her 
eungs,  part  of  the  problem 
n.'  sound  like  depression, 
n 5 is  because  her  problem, 
ill  ough  primarily  one  of  ex- 
x ive  anxiety,  is  often  accom- 
>a  ied  by  depressive  symptom- 
it'  ogy.  Valium  (diazepam) 

:a  provide  relief  for  both— as 
h excessive  anxiety  is  re- 
iejed,  the  depressive  symp- 
o s associated  with  it  are  also 
>f  n relieved. 

There  are  other  advan- 
a is  in  using  Valium  for  the 
npagement  of  psychoneu- 
olc  anxiety  with  secondary 
leressive  symptoms:  the 
>s:hotherapeutic  effect  of 
/;ium  is  pronounced  and 
aid.  This  means  that  im- 
irvement  is  usually  apparent 
n le  patient  within  a few 
k s rather  than  in  a week  or 


two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 

For  further  information 
on  this  subject,  the  following 
references  are  provided: 

1 . Henry  BW.  el  al:  Dis  Nerv 
Syst  JO: 675-679,  Oct  1969. 

2.  Hollister  LE,  et  al:  Arch  Gen 
Psychiatry  24 : 273-278,  Mar  1971. 

3.  Claghorn  J : Psxchosomatics 
77:438-441,  Sept-Oct  1970. 


» 


valium' 


2-mg,  5-mg,  10-mg  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


it/eillance  because  of  their  predisposi- 
ii  to  habituation  and  dependence.  In 
soi  gnancy,  lactation  or  women  of  child- 
strof  ring  age,  weigh  potential  benefit 
ipt*  ij  inst  possible  hazard. 

I cautions:  If  combined  with  other  psy- 
:e‘; : tropics  or  anticonvulsants,  consider 
C.o  '- sfully  pharmacology  of  agents  em- 

/ed;  drugs  such  as  phenothiazines, 

: ; i cotics,  barbiturates,  MAO  inhibitors 

I I other  antidepressants  may  potentiate 
taction.  Usual  precautions  indicated  in 

; 0 ients  severely  depressed,  or  with  latent 
tpression,  or  with  suicidal  tendencies, 
in#  I 

1 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley  New  Jersey  07110 
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THE  GREATEST  SINGLE  THREAT 
TO  YOUR  FINANCIAL  STABILITY  IS 

DISABILITY! 

NOW  YOU  CAN  INSURE  AGAINST  THAT  THREAT 

IMPORTANT  NEW  IMPROVEMENTS 
HAVE  JUST  BEEN  MADE 

Now  for  a very  modest  premium  you  can  have  an  income  up  to  $2,000  a month  if 
you  are  disabled  and  unable  to  practice.  Plus  under  the  new  “Add-On”  Supplement, 
another  $1,000  a month  after  a 365  day  waiting  period.  With  the  10%  claim  bonus 
now  in  force  the  total  is  $3,300  a month! 

OTHER  FEATURES 

■ Survivor’s  benefits  at  no  increase  in  premium 

■ Conversion  privilege  to  age  65 

■ Coverage  anywhere  in  the  world,  24  hours  a day,  365  days  a year 

■ Special  low-cost  plan  designed  for  the  younger  doctors 

■ Renewable  to  age  75 

■ Few  exclusions — even  private  flying  is  included 

■ Pays  in  addition  to  any  other  insurance  you  may  carry. 

You  can  receive  information  immediately  by  writing  or  phoning  (collect) 
the  administrator.  A minute  of  your  time  now  will  provide  you  and  your  family 
an  income  when  it’s  needed  most. 


Program  administered  by: 

David  A.  Dyer 
A Associates 

Roanoke,  Virginia  24011 
Call  Collect:  (703)  344-5000 


FRED  W.  HALL 
Northern  Representative 

8924  Orange  Hunt  Lane 
Annandale,  Virginia  22003 
Call:  978-8087 


FRED  E.  HAMLIN,  JR. 

Associate 


DAVID  A.  DYER  & ASSOCIATES  has  been  awarded  the  seal  of  the  American 
Institute  of  Professional  Association  Group  Insurance  Administrators.  Mem- 
bership in  this  group  is  by  invitation  only. 


1.  * * Daily  In-Hospital  (pays  up  to  $200 

a day  directly  to  you)* 

(Lifetime  Renewable) 

2.  Major  Hospital  Nursing 

3.  $250,000  Excess  Major  Medical 

(Lifetime  Renewable)* 

4.  **High  Limit  Accidental  Death  & 

Dismemberment  plus  Permanent 
Total  Disability  Benefits 
(up  to  $250,000)* 

‘Guarantee  Isiue 


Your  Protection 

Professional  Overhead  Expense 
(up  to  $3,500  monthly) 

6.  “Guarantee  Issue  Life 

Insurance* 

7.  Special  Income  Protection* 

8.  Disability  Income  Plans  for 

Employees 

“Available  to  Employeei 


Other  Group  Plans  for 
5. 


These  plans  are  IDEAL  for  INDIVIDUALS,  PARTNERSHIPS  and  CORPORATIONS 
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•ince  1905,  Peoples  Drug  Stores 
Have  Filled  More  Than  ^ 
160,000,000  Prescriptions 


and  this  is  the  heart  of  our  service  _ 

to  the  public  and  the  medical  profession  fes 11 


% (file*, 

'faptet 

Jfe’Sscs*" 

all  large  equ'P  , . 


for  rent 


The  MUDRANES 


Discreet  formulations  of  four  well  regarded  drugs  for  the  relief  of  bronchial 
distress — Potassium  Iodide,  Glyceryl  Guaiacolate,  Aminophylline,  Ephedrine  with 
Phenobarbital  (to  lessen  cardiac  stimulation). 


INDICATIONS:  For  the  prompt  symptomatic  relief 
of  bronchial  asthma,  emphysema  and  bronchiectasis. 
The  Mudranes  dilate  the  bronchi  and  liquefy  mucus 
plugs.  DOSAGE:  Tablet;  One  tablet  with  a full  glass 
of  water  3 or  4 times  daily  as  required.  Divide  tablet 
for  child’s  dose.  Elixir;  Children,  1 cc  for  each  10  lbs. 
of  body  weight.  May  be  repeated  3 or  4 times  a day. 
Adult,  one  tablespoonful  4 times  daily.  All  doses  should 
be  followed  with  a glass  of  water. 

CONTRAINDICATIONS : Aminophylline  Theophylline  is  contraindicated  in 
the  presence  of  severe  cardiac  arrhythmias  and  patients  with  massive  myocardial 
damage.  Ephedrine,  in  presence  of  severe  heart  disease,  extreme  hypertension, 
and  jn  hyperthyroidism.  Phenobarbital.  in  porphyria  and  in  patients  with 
known  phenobarbital  sensitivity.  Potassium  Iodide,  in  pregnancy  (to  protect  the 
fetus  against  possible  iodine-induced  depression  of  thyroid  activity),  in  tubercu- 
losis (produces  gumma  dissolution),  and  in  acne;  also  in  the  presence  of  known 
iodide  sensitivity.  PRECAUTIONS:  Aminophylline  Theophylline  should  be 
avoided  in  patients  with  massive  myocardial  damage  and  or  severe  cardiac 


arrhythmias.  In  children,  overdose  may  cause  vomiting,  cardiac  arrhythmias, 
and  severe  agitation.  Ephedrine  should  be  used  with  caution  in  the  presence  of 
severe  cardiac  disease,  particularly  arrhythmias  and  angina  pectoris;  avoid  in 
hyperthyroidism  and  severe  hypertension.  Phenobarbital  may  be  habit-forming 
Avoid  overdosage.  Potassium  Iodide:  Discontinue  in  the  presence  of  skin  rash, 
swelling  of  the  eyelids  and  severe  frontal  headache.  Long  use  may  cause  goiter 
ADVERSE  REACTIONS:  Aminophylline/Theophylline  may  cause  nausea, 
cardiac  arrhythmias,  and  aggravate  severe  myocardial  disease.  It  may  cause 
headaches  and  tachycardia.  Vomiting  and  dizziness  are  not  uncommon.  Ephed- 
rine: In  patients  hypersensitive  to  CNS  stimulation,  ephedrine  may  cause  nerv- 
ousness. tachycardia,  extrasystole  and  ventricular  arrhythmias.  May  cause  uri- 
nary retention,  especially  in  the  presence  of  partial  prostatic  obstruction. 
Psychoneurosis  may  be  aggravated.  Pre-existing  anginal  pain  will  be  aggra- 
vated. Phenobarbital  may  produce  severe  skin  rash.  Avoid  overdosage.  May  be 
habit-forming.  Potassium  Iodide  may  cause  nausea.  Over  very  long  period  of 
use.  iodides  cause  goiter.  Discontinue  if  patient  develops  skin  rash,  eye  irrita- 
tion. eyelid  swelling,  or  severe  frontal  headache. 

HOW  SUPPLIED:  Mudrane  and  Mudrane  GG  avail- 
able in  bottles  of  100  and  1000  tablets;  Mudrane-2  and 
Mudrane  GG-2  in  100s;  Elixir  in  pints  and  half-trallons. 


Federal  lair  prohibits  dispnisiiu/  without  prescription. 


WILLIAM  P.  POY'l’HKESS  & COMPANY.  INC..  IllCHMONU,  YIRCINIA  23201 


nonob 

tra< 


is  Gdntanol 

(sulfamethoxazole) 

therapy  in 
ructedurinar) 

infections? 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 

Indications:  Acute,  recurrent  or  chronic  nonob- 
structed  urinary  tract  infections  (primarily  pyelonephritis, 
pyelitis  and  cystitis)  due  to  susceptible  organisms.  Note: 
Carefully  coordinate  in  vitro  sulfonamide  sensitivity  tests 
with  bacteriologic  and  clinical  response;  add  aminobenzoic 
acid  to  follow-up  culture  media.  The  increasing  frequency  of  re- 
sistant organisms  limits  the  usefulness  of  antibacterials  includ- 
ing sulfonamides,  especially  in  chronic  or  recurrent  urinary  tract 
infections.  Measure  sulfonamide  blood  levels  as  variations  may 
occur;  20  mg/100  ml  should  be  maximum  total  level. 

Contraindications:  Sulfonamide  hypersensitivity;  pregnancy  at 
term  and  during  nursing  period;  infants  less  than  two  months  of  age. 

Warnings:  Safety  during  pregnancy  has  not  been  established. 
Sulfonamides  should  not  be  used  for  group  A beta-hemolytic  strep- 


tococcal infections  and  will  not  eradicate  or  f 
vent  sequelae  (rheumatic  fever,  glomerulonephr 
of  such  infections.  Deaths  from  hypersensitivity  re 
tions,  agranulocytosis,  aplastic  anemia  and  other  bl 
dyscrasias  have  been  reported  and  early  clinical  signs 
throat,  fever,  pallor,  purpura  or  jaundice)  may  indicate  seri 
blood  disorders.  Frequent  CBC  and  urinalysis  with  microsc' 
examination  are  recommended  during  sulfonamide  therapy.  Ins 
cient  data  on  children  under  six  with  chronic  renal  disease. 

Precautions:  Use  cautiously  in  patients  with  impaired  rent 
hepatic  function,  severe  allergy,  bronchial  asthma;  in  glucosr 
phosphate  dehydrogenase-deficient  individuals  in  whom  dc 
related  hemolysis  may  occur.  Maintain  adequate  fluid  intake 
prevent  crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias  (agranulocytosis,  ap 
tic  anemia,  thrombocytopenia,  leukopenia,  hemolytic  anemia, 


Because  it  is  considered 
a good  choice... 

■ for  efficacy  in  nonobstructed  cystitis,  pyelonephritis 
and  pyelitis 

■ for  control  of  susceptible  £ coli,  Klebsiella- 
Aerobacter,  Staph,  aureus,  Proteus  mirabilis  and, 
less  frequently,  Proteus  vulgaris 

■ for  prompt  antibacterial  blood  and  urine  levels  in 
from  2 to  3 hours  after  initial  2-gram  adult  dose 

■ for  economical  around-the-clock  coverage 

■ for  maximum  patient  cooperation  with  easy-to- 
remember  B.I.D.  dosage 


Basic  Therapy 

Gantanol 

(sulfamethoxazole) 


Tablets/Sjspension 
(0.5  Gm)  (0.5  Gm/teasp.) 


pura,  hypoprothrombinemia  and  methemoglobinemia);  allergic 
reactions  (erythema  multiforme,  skin  eruptions,  epidermal  necroly- 
sis, urticaria,  serum  sickness,  pruritus,  exfoliative  dermatitis,  ana- 
phylactoid reactions,  periorbital  edema,  conjunctival  and  scleral 
injection,  photosensitization,  arthralgia  and  allergic  myocarditis); 
gastrointestinal  reactions  (nausea,  emesis,  abdominal  pains,  hepa- 
titis, diarrhea,  anorexia,  pancreatitis  and  stomatitis);  CNS  reactions 
(headache,  peripheral  neuritis,  mental  depression,  convulsions, 
ataxia,  hallucinations,  tinnitus,  vertigo  and  insomnia);  miscellaneous 
reactions  (drug  fever,  chills,  toxic  nephrosis  with  oliguria  and 
anuria,  periarteritis  nodosa  and  L.E.  phenomenon).  Due  to  certain 
chemical  similarities  with  some  goitrogens,  diuretics  (acetazola- 
mide,  thiazides)  and  oral  hypoglycemic  agents,  sulfonamides  have 
caused  rare  instances  of  goiter  production,  diuresis  and  hypogly- 
cemia as  well  as  thyroid  malignancies  in  rats  following  long-term 
administration.  Cross-sensitivity  with  these  agents  may  exist. 


Dosage;  Systemic  sulfonamides  are  contraindicated  in  in- 
fants under  2 months  of  age  (except  adjunctively  with  pyrimetha- 
mine in  congenital  toxoplasmosis). 

Usual  adult  dosage:  2 Gm  (4  tabs  or  teasp.)  initially,  then  1 Gm 
b.i.d.  or  t.i.d.  depending  on  severity  of  infection. 

Usual  child's  dosage:  0.5  Gm  (1  tab  or  teasp. )/20  lbs  of  body 
weight  initially,  then  0.25  Gm/20  lbs  b.i.d.  Maximum  dose  should 
not  exceed  75  mg/kg/24  hrs. 

Supplied:  Tablets,  0.5  Gm  sulfamethoxazole;  Suspension, 
0.5  Gm  sulfamethoxazole/teaspoonful. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


OVER  $1,000,000  IN  BENEFITS  PAID 
TO  THE  MEDICAL  SOCIETY  OF  VIRGINIA  MEMBERS 


Long-Term  Disability  Insurance 
At  Low  Group  Rates 


A Doctor’s  earned  income  can  stop 
when  he  is  SICK  or  HURT  and 
CAN’T  WORK.  Long-term  disabil- 
ity insurance  could  provide  the 
needed  CASH  when  this  happens. 


Here  are  a few  of  fhe  out-standing  features  of  this 
plan: 

1.  Lifetime  accident  benefits 

2.  Sickness  benefits  for  up  to  seven  years  or  to  age 
65 

3.  UNIQUE  definition  of  disability  (7  year  benefit 
period  if  sickness  prevents  you  from  engaging  in 
your  specialty) 

4.  Confinement  not  required  for  disability  benefits 

5.  Federal  income  tax-free  benefits 

ALSO 

As  a participant  in  this  plan  you  receive: 

1.  Special  low  group  rates 

2.  Convenient  local  claim  service 


Interested?  To  find  out  more,  simply  return  the  coupon  below  to  the  administrator  nearest  you. 


THE  PRICE  OF  A STAMP  MAY  ALSO  BUY  YOU  PEACE  OF  MIND 


Murphy  Insurance  & Travel  Ernest  L.  Baker  Associates 

108  2nd  St.,  S.  E.  Suite  1118 

Charlottesville,  Virginia  22901  205  34th  Street 

295-4157  Virginia  Beach,  Va.  23451 

425-1892 


Suter  Associates,  Inc. 

2425  Wilson  Blvd. 
Arlington,  Virginia  22201 
525-6700 


G.  C.  French  Agency,  Inc. 

1004  North  Thompson  Street 
Richmond,  Virginia  23230 
358-7141 


General  Insurance  of  Roanoke 

Shenandoah  Building 
Roanoke,  Virginia  24011 
345-8148 


I would  like  more  information  about  the  Long-term  Group 
Disability  Insurance  sponsored  by  The  Medical  Society  of 
Virginia. 

Name Phone 

Address  

Gty State Zip 
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“Gentlemen, . 

congratulations  are  in  order” 


“A.H.  Robins  asked  me 
p compare  the  banana  flavor  of  their 
Ponnagel®  -PG  with  the  real  thing  and, 
y jove,  I couldn’t  tell  the  difference, 
hot  even  in  sip-by-sip  comparison, 
kmazing! 

“There’s  no  unpleasant 
aregoric  taste  because  there’s  no 
aregoric.  Clever,  wouldn’t  you  say? 
hstead,  A.  H.  Robins  uses  the  thera- 
peutic equivalent,  powdered  opium, 
p promote  the  production  of  formed 


stools  and  lessen  the  urge. 

And  Donnagel-PG  also  provides  the 
demulcent-detoxicant  effects  of  kaolin 
and  pectin,  plus  the  antispasmodic 
benefits  of  belladonna  alkaloids. 

“But  what  I find  most  impressive 
is  the  skillful  manner  in  which 
A.  H.  Robins  has  combined  these 
ingredients  with  that  delicate  flavor 
of  vintage  bananas.  Smashing, 
absolutely  smashing! 

“May  I propose  a toast?” 


Donnagel-PG.  <5 

Donnagel  with  paregoric  equivalent 
Each  30  cc  contains: 

Kaolin  6 Og 

Pectin  142  8 mg 

Hyoscyaminesulfate  0 1037  mg 

Atropine  sulfate  00194mg 

Hyoscine  hydrobromide  0 0065  mg 

Powdered  opium.  USP  24  0mg 

(equivalent  to  paregoric  6 ml.) 

(warning  may  be  habit  forming) 

Sodium  benzoate  60  0 mg 

(preservative) 

Alcohol.  5% 

(v  Available  on  oral  prescription  or  without  prescription 
in  compliance  with  applicable  state  and  local  law. 


/HTPOBINS 

A H Robins  Company.  Richmond.  Virginia  23220 


Fall  and  winter  coughs  are  back.  Time  to 
help  clear  the  lower  respiratory  tract  with 
the  five  Robitussins  and  Cough  Calmers. 
All  contain  glyceryl  guaiacolate,  the  effi- 
cient expectorant  that  works  systemically 
to  help  increase  the  output  of  lower  respira- 
tory tract  fluid.  The  enhanced  flow  of  less 
viscid  secretions  soothes  the  tracheo- 
bronchial mucosa,  promotes  ciliary  action, 
and  makes  thick,  inspissated  mucus  less 
viscid  and  easier  to  raise.  Available  on 
your  prescription  or  recommendation. 


For  unproductive  coughs 

ROBITUSSIN9 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Alcohol,  3.5% 

For  severe  coughs 

ROBITUSSIN  A-C"<2 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Codeine  phosphate 10.0  mg. 


(warning:  may  be  habit  forming) 
Alcohol.  3.5% 

Non-narcotic  for  6-8  hr.  cough  control 


ROBITUSSIN-DM9 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Dextromethorphan  hydrobromide 15  mg. 

Alcohol.  1 .4% 


Robitussin-DM  in  solid  form  for  "coughs  on  the  go" 


COUGH  CALMERS8 

Each  Cough  Calmer  contains: 

Glyceryl  guaiacolate 50  mg 

Dextromethorphan  hydrobromide 7.5  mg. 


Clears  nasal  and  sinus  passages  as  it  relieves  coughs 


ROBITUSSIN-PE5 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Phenylephrine  hydrochloride 10  mg. 

Alcohol,  1.4% 


MEET  THE  NEWEST  MEMBER  OF  THE  LINE 

Comprehensive  decongestant  action  helps  control 
cough  and  clear  stuffy  nose  and  sinuses.  Non-narcotic 

ROBITUSSIN-CF 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 50  mg. 

Dextromethorphan  hydrobromide 10  0 mg. 

Phenylpropanolamine  hydrochloride 12.5  mg. 

Alcohol.  1 .4% 


Select  the  Robitussin?  formulation 


that  treats  your  patient’s 
individual  coughing  needs: 


cP'.J?’ 


o°V 


eft 


• eft 


ROBITUSSIN® 

V 

s> 

ROBITUSSIN  A-C® 

ROBITUSSIN-DM® 

• 

• 

ROBITUSSIN-PE® 

ROBITUSSIN5-CF 

< m 

COUGH  CALMERS® 

■ 

■ 

■ 

■ 

A.  H.  Robins  Company,  Richmond.  Va.  23220 


Entrapped  gas  ••• 

Silent 
partner  of 

GI  spasm 

Painful  GI  spasm  in  the  presence  of  entrapped 
gas  causes  even  more  pain  and  more  discomfort.  Yet, 
while  spasm  is  relieved,  entrapped  gas  often  goes 
untreated. 

Not  so  when  you  prescribe  Sidonna.  Sidonna 
helps  release  entrapped  gas  with  specially  activated 
simethicone,  a nonsystemic  antiflatulent,  while  also 
helping  to  relieve  spasm  with  a traditional  combina- 
tion of  belladonna  alkaloids.  And  Sidonna  provides 
mild  sedation  with  butabarbital. 

Sidonna.  The  therapeutic  partnership  approach 
to  functional  or  organic  GI  disturbances  including 
spastic  colon,  irritable  bowel  syndrome,  gastroenteri- 
tis, gastritis,  peptic  ulcer  and  nervous  indigestion. 

Contraindications : hypersensitivity  to  barbiturates  or  bella- 
donna alkaloids;  glaucoma,  prostatic  hypertrophy,  pyloric 
obstruction.  Side  Effects:  dry  mouth,  blurred  vision,  dysuria, 
skin  rash,  constipation  or  drowsiness.  Dosage : one  or  two  tablets 
preferably  before  meals  and  at  bedtime. 

Reed  & Camrick/ Kenilworth,  N.J.  07033  |||jj 

Sidonna 

Each  scored  tablet  contains:  specially  activated  simethicone 
25  mg.,  hyoscyamine  sulfate  0.1037  mg.,  atropine  sulfate 
0.0194  mg.,  hyoscine  hydrobromide  0.0065  mg.  (equivalent  to 
belladonna  alkaloids  [as  bases]  0.1049  mg.)  and  butabarbital 
sodium  N.F.  16  mg.  (Warning:  may  be  habit  forming.) 

A working  partnership 
against  the 
pain  of  gas  and  spasm 


Doctor 

are  you  dissatisfied  with  the  qual- 
ity of  your  daughter's  high  school 
education  in  your  community?  If 
so,  we  suggest 

STUART  HALL 

A secondary  boarding  school 
for  girls  (grades  9-1 2)  in 
the  beautiful  Shenandoah 
Valley  of  Virginia 
Quality  education 
High  academic  achievement 
Complete  college  preparatory  pro- 
gram . . . fine  arts,  physical  educa- 
tion £r  riding 

Direct  inquiries  to 

Director  of  Admissions 

Stuart  Hall,  P.O.  Box  210 
Staunton,  Virginia  24401 


The 

Pain  Phone 

When  a telephone  prescription 
for  pain  relief  is  necessary  or 
convenient,  you  can  call  in  your 
order  for  Empirin  Compound  with 
Codeine  in  45  of  the  50  states t 
That  includes  No.  4,  which  provides 
a full  grain  of  codeine  for  more 
intense,  acute  pain. 


t The  exceptions 
Alaska.  Arizona,  Maine, 
Oregon.  Rhode  Island,  and 
the  District  of  Columbia 


jrroughs  Wellcome  Co. 

1 Research  Triangle  Park 
North  Carolina  27709 


COMPOUND 

< CODEINE 

No.  4 codeine  phosphate* 
(64.8  mg)  gr  1 
No.  3 codeine  phosphate* 
(32  4 mg)gr  </2 

Each  tablet  also  contains  aspirin 
gr  3 ’/2,  phenacetm  gr  2 VS, 
caffeine  gr  '/z 

*Warning-may  be  habit-forming 


Volume  102,  March,  1975 


197 


An  Open  Letter 
to 

Medical  Professionals 

Many  physicians  are  seeking  relief  from  the  ever 
increasing  pressures  of  medical  practice  within  the 
private  health  care  sector.  The  United  States  Air 
Force  Medical  Service  is  offering  an  alternative  form 
of  medical  practice  to  all  physicians  who  have  not 
reached  their  58th  birthday.  Frankly,  we  are  proud 
of  the  quality  health  care  the  Air  Force  Medical 
Service  provides  and  would  briefly  take  this  op- 
portunity to  present  you  a challenge  to  service. 

The  Air  Force  physician  practices  medicine  in  a 
collective  endeavor  with  the  entire  gamut  of  medi- 
cal specialties  and  the  finest  trained  allied  health 
care  professionals  available.  All  United  States  Air 
Force  Hospitals  are  accredited  by  the  Joint  Com- 
mission and  are  equipped  with  the  finest  medical 
instrumentation  available.  The  very  finest  health 
care  is  provided  to  every  patient  without  regard  to 
the  patient's  ability  to  pay.  The  professional  chal- 
lenges of  medical  practice  and  the  medical  educa- 
tion opportunities  within  the  Air  Force  Medical 
Service  are  unlimited.  The  Air  Force  physician  has 
more  time  for  family  and  personal  development  in 
comparison  to  his  civilian  counterpart.  The  liberal 
fringe  benefits  made  available  to  the  Air  Force 
physician  provide  for  a secure,  predictable  and 
satisfying  life  style;  e.g.,  30  day  paid  vacation  an- 
nually, advancement,  travel,  medical  education,  pro- 
fessional pay  and  recreational  opportunities. 

Your  time  is  very  valuable  and  thus  the  brevity 
of  this  informational  offering.  However,  you  owe 
it  to  yourself  to  consider  this  alternative  medical 
practice.  Positions  are  available  in  primary  health 
care  delivery,  all  major  medical  specialties.  Initial 
appointment  can  range  in  the  grades  Captain 
through  Lieutenant  Colonel  with  a starting  salary 
range  from  $30,000-$43,000  (bonus  included) 
based  on  your  education,  civilian  experience  and 
prior  U.S.  military  service.  Guaranteed  assignments 
can  be  arranged  at  specific  Air  Force  Medical  Facil- 
ities in  the  United  States  and  overseas,  depending 
on  your  specialty. 

For  further  information 

Contact  Your  Air  Force 

Medical  Representative 

at:  421  N.  Howard  St. 

Baltimore,  Md.  21201 

or  call  collect:  301-385-2858 


CIRCUBID" 

(Ethaverine  HC 1-150 mg.) 

Time  Disintegrating  Capsules 

Caution:  Federal  law  prohibits  dispens- 
ing without  prescription. 

Each  Capsule* contains:  Ethaverine  HCI. 
150  mg. 

ACTION:  Ethaverine  HCI.  acts  directly 
on  the  smooth  muscle  cells  without  in- 
volving the  autonomic  nervous  system 
or  its  receptors. 

INDICATIONS:  In  peripheral  and  cere- 
bral vascular  insufficiency  associated 
with  arterial  spasm,  in  spastic  conditions 
of  the  gastro-intestinal  and  genitourin- 
ary tracts. 

CONTRAINDICATIONS:  Contraindicat- 
ed in  the  presence  of  complete  atrio- 
ventricular dissociation. 

PRECAUTIONS:  It  should  be  adminis- 
tered with  caution  in  patients  with  glau- 
coma. It  should  not  be  used  in  pregnant 
women  or  in  women  of  childbearing  age 
unless  directed  by  a physician. 

ADVERSE  REACTIONS:  Even  though 
the  incidence  of  side  effects  as  report- 
ed in  literature  is  very  low,  it  is  possible 
for  a patient  to  evidence  nausea,  anorexia, 
abdominal  distress,  dryness  of  the  throat, 
hypotension,  flushing,  sweating,  vertigo, 
respiratory  depression,  cardiac  depres- 
sion, cardiac  arrhythmia  and  headache. 
If  these  side  effects  occur,  reduce 
dosage  or  discontinue  medication. 

DOSAGE:  The  usual  adult  dose  is  300 
mg.  daily,  one  capsule  every  12  hours. 
In  more  difficult  cases  the  dosage  may 
be  increased  to  600  mg.  daily  as  deter- 
mined by  the  physician.  It  is  most  effect- 
ive given  early  in  the  course  of  the 
vascular  disorder.  Because  of  the  chronic 
nature  of  the  disease  long  term  therapy 
is  required. 

‘Manufactured  to  provide  a prolonged 
therapeutic  effect. 

HOW  SUPPLIED:  Bottles  of  100  and 
1000 

W.  E MERCHANT 
PHARMACEUTICAL  CO.,  INC. 
Warrenton,  Virginia  22186 
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(Ethaverine  HCI) 
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W.F.  MERCHANT  PHARMACEUTICAL  CO.,  INC 
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Ampoules,  equivalent  to  1 Gm.  of  cefazolin 


Additional  inlormation  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
400380 
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MEDICAL  MONTHLY 

Guest  Editorials 


A Comment  on  The  Art  and  Science  of  Medicine 

WHEN  REFERRING  to  “The  Art  and  Science  of  Medicine”,  art  in 
the  Fine  Arts’  sense  is  not  intended.  But  if  not  Fine  Art,  then  what 
kind?  What  does  one  mean  when  referring  to  the  Art  of  Medicine?  Is  there 
anything  beyond  coincidence,  any  possible  relationship  between  components 
of  such  seemingly  disparate  arts?  Celsus  said  two  thousand  years  ago  that 
“the  art  of  medicine  admits  of  scarcely  any  universal  precepts.”  1 Browsing 
the  literature  between  then  and  now  tends  to  confirm  the  observation  that 
remarkably  few  definitions  of  “the  art”  of  medicine  are  universally  recog- 
nized, nor  are  there  commonly  accepted  hallmarks  for  achieving  or  prac- 
ticing the  medical  “art”.  A parallel  does  exist  in  that  few  distinguishing 
qualities  receive  uncontested  acceptance  as  indispensable  amongst  “good”, 
“significant”,  “important”,  or  even  “great”  works  of  Fine  Art.  For  many 
persons,  comparing  Jackson  Pollack  and  Leonardo  da  Vinci  is  a useless  exer- 
cise, since  little  if  any  commonality  in  artistry  seems  evident  between  them. 
Yet,  relevance  to  the  times,  responsiveness  to  the  dynamic  human  forces 
contemporarily  interactive  with  it,  originality  in  some  manner  of  expression, 
and  a quality  of  excellence  in  handling  the  media  in  a recognizable  “style”, 
are  commonly  shared  components  of  these  two  creative  artists’  work.  They 
represent  crucial,  but  less  obvious  qualities  underlying  casual  first  impressions. 

Is  there  possibly  an  elementary  relationship  between  basic  precepts  of 
Fine  Art  and  the  Medical  Art  which  lead  to  coining  the  ancient  phrase, 
“The  Art  and  Science  of  Medicine”?  I suggest  there  is. 

Evidence  of  what  the  “Science”  of  medicine  is  comes  relatively  easily, 
much  of  it  available  in  textbooks  and  journals.  But  when  seeking  evidence 
for  what  the  “Art”  of  medicine  is,  the  task  becomes  obfuscated  by  scarce 
data  and  numerous  vignettes  of  personal  compassion  which  a physician  has 
exhibited  with  a patient. 

Compassion  and  humanism  are  frequently  suggested  as  essential  for  the 
practice  of  the  Art  of  Medicine.  Yet  designation  by  such  labels  does  nothing 
to  further  a fundamental  understanding  of  what  is  intended  by  the  presump- 
tive aphorism,  “the  Art”.  Perhaps  contemporary  use  of  “the  compassionate 
physician”  2,3  and  “the  humanist-physician”  4 is  simply  our  way  of  labeling  a 
person  who  has  achieved  the  ancient  ideal  of  practicing  both  the  art  and 
science  of  medicine.  I would  suggest  there  is  practical  value  in  comparing 
the  Art  of  Medicine  with  those  qualities  previously  suggested  as  fundamental 


for  the  Fine  Arts— perhaps  more  value  than  was  consciously  intended  by  the 
creator  of  that  ancient  medical  aphorism,  artis  longa,  vitae  brevis .5 

Reflecting  on  some  of  those  basic  qualities  of  “good”  art,  it  can  be  postu- 
lated that  a “good”  (competent)  medical  scientist  must  be  aware  of,  edu- 
cated about,  and  relevant  in  his  judgment  to  his  time  in  history  as  it  interacts 
with  his  practice.  Practicing  medicine  in  1974  and  being  ignorant  or  dis- 
interested in  contemporary  drug  abuse  problems,  newly  discovered  genetic 
disorders  of  metabolism,  or  legislative  plans  for  regulating  medical  practice, 
would  represent  an  absence  at  best,  or  even  worse  a rejection  of  medical- 
social  responsibility.  As  such,  it  would  represent  an  essential  but  missing 
link  for  the  fullest  functioning  of  the  “Art”  in  the  medical  scientist.  The 
consequences  of  such  social  ignorance  may  or  may  not  be  reflected  directly 
in  poor  patient  care.  But  as  an  example,  our  professional  failure  to  anticipate 
the  public’s  desire  for  assurance  of  continuing  physician  competence  is  one 
factor  pushing  our  government’s  intervention  to  establish  ( for  medicine) 
Professional  Standards  Review  Organizations.  This  could  be  viewed  as  one 
consequence  for  today’s  medical  profession  of  lacking  in  the  “art”.  At  least 
it  represents  an  inadequate  responsiveness  to  the  dynamic  human  forces 
contemporarily  interactive  with  medicine. 

Continuing  the  analogy:  excellence  in  skill  and  use  of  “the  media”  by 
the  artist  is  paralleled  bv  the  physician’s  knowledge  and  skill  in  the  use  of 
scientific  “media”,  those  basic  elements  supporting  and  making  authentic 
the  creative  practice  of  modern  medicine.  Further,  every  physician  has  the 
opportunity  to  achieve  original  “artistry”  as  he  individually  designs  and 
applies  with  empathy  a scientifically  valid  treatment  program  for  each  of 
his  or  her  patients— an  indication  of  knowledgeable  sensitivity  to  that  person’s 
particular  needs  and  feelings.  Certainly  the  physician’s  method  and  manner 
of  practicing  the  science  of  medicine  evolves  into  his  unique  style  of  prac- 
ticing the  Art  of  Medicine,  however  creative  or  unimaginative  it  mav  be. 

If  such  qualities,  knowledge,  and  attitudes  do  exist  and  are  desirable  for 
both  the  artist  and  the  physician,  perhaps  those  familiar  words  “the  art  and 
science  of  medicine”  encompass  considerable  practical  guidance,  conscious 
association  with  the  Fine  Arts  intended  or  not. 

If  so,  they  might  provide  useful  standards  for  professional  evaluation  and 
offer  some  degree  of  clarity  for  our  efforts  to  evaluate  our  peers,  ourselves 
in  practice,  and  even  for  evaluating  candidates  for  medical  school  admission. 
For  those  of  us  wishing  to  rejuvenate  the  Art  of  Medicine,  we  might  better 
succeed  if  we  would  attempt  recognition  and  provide  purposeful  encourage- 
ment for  such  fundamental  values  essential  in  the  Art  of  Medicine,  qualities 
which  are  not-so-distant  cousins  of  valued,  creative  works  of  Fine  Art. 
Medicine  could  use  more  of  those  basic  artistic  precepts  shared  by  Pollack 
and  da  Vinci  in  this  day  and  age  of  technological  idolatry. 
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Editor’s  Note:  Dr.  Davis  is  Associate  Dean  and  Professor  of  Psychiatry',  Eastern 
Virginia  Medical  School. 

An  Intercepted  Letter 

Thomas  J.  Delegate,  M.D. 

The  Medical  Society  of  Virginia 
1618  Burgess  Lane 
Dominion,  Virginia  16017 

Dear  Tom: 

You  recall  I wrote  you  as  one  of  the  50  members  of  the  House  of  Dele- 
gates who  served  on  one  of  the  five  special  committees  during  The  Medical 
Society  of  Virginia’s  November  meeting  at  Williamsburg.  The  reason  was 
twofold; 

1.  I wanted  to  thank  you  and  congratulate  you  for  becoming  more 
personally  involved  in  the  activities  of  the  Society’s  policy  making 
body,  and 

2.  In  the  future,  I want  to  further  increase  the  personal  involvement  of 
House  Members  in  House  Activities,  therefore,  I will  appreciate  any 
remarks  you  wish  to  address  to  me  concerning  the  conduction  of  busi- 
ness of  the  House. 

The  response  was  great!  Eighteen  replies,  that’s  36%— a good  figure  from 
any  poll.  The  character  of  the  replies  was  even  greater.  Everyone  wanted 
more  personal  involvement  in  the  House’s  activities.  Also  many  of  your 
colleagues  added  specific  recommendations  to  improve  House  function. 

Tom,  I think  you’ll  like  to  see  some  of  these  comments.  Later  as  we  plan 
for  the  1975  House  meeting  in  Roanoke,  each  recommendation  will  receive 
due  consideration. 

Dr.  John  T.  Glick,  Jr.,  Broadway,  said,  “It  is  my  feeling  the  more  people 
become  involved  with  the  interworkings  of  the  Society,  the  better  the  system 
will  work.”  He  felt  it  “especially  important  for  younger  and  newer  members 
to  be  worked  into  the  working  of  the  Society.”  John  concluded  with  words 
that  always  give  the  Speaker  a little  tachycardia.  “I  want  to  thank  you  for 
the  method  in  which  your  handling  of  the  job  of  Speaker  of  the  House  has 
been  occurring  the  last  several  years.  I know  at  times  this  has  been  quite 
difficult  and  traumatic  and  vet  I feel  you  are  doing  a great  job  and  we  are  all 
behind  you.”  Much  as  I’d  like  to  run  that  by  again.  I’d  better  get  on  with 
the  comments  from  Dr.  Harry  C.  Kuykendall,  Alexandria. 

Harry  wanted  “earlier  committee  assignments”,  “more  information,  espe- 
cially in  reference  to  legislative  recommendations”,  and  “more  time  for 
reference  committee  testimony  and  debate”. 
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Dr.  Harold  W.  Felton,  Deltaville,  wants  more  information  also.  He  said 
“some  of  the  issues  to  be  considered  have  little  information  with  them.  I 
don’t  know  how  more  information  could  be  presented  to  the  reference  com- 
mittees.” Then  he  urged  the  Speaker  on  to  greater  effort  by  saying,  “this 
year’s  meeting  was  the  smoothest  I’ve  witnessed  in  many  years.” 

These  three:  Dr.  Nelson  M.  Tart,  Falls  Church,  Dr.  Emmett  C.  Matthews, 
Richmond,  and  Dr.  Robert  G.  Edward,  Franklin,  recommended  additional 
reference  committees  be  appointed  plus  an  earlier  call-to-order-hour  of  all 
House  activities. 

From  Dr.  Christopher  Murphy,  Alexandria,  comes  this,  “I  enjoyed  our 
discussion  at  the  Rules  Committee  Meeting  and  I will  be  glad  to  serve  where 
ever  I can  be  of  value.” 

Dr.  Maurice  M.  Miller,  Norfolk,  said  “I  enjoyed  very  much  being  on  a 
reference  committee  and  do  indeed  endorse  your  policy  of  increasing  per- 
sonal involvement.” 

Obviously,  Dr.  Fredrick  K.  McCune,  Virginia  Beach,  is  concerned  about 
a number  of  subjects.  He  “would  like  to  see  Delegates  used  more  by  the 
Society  as  input  to  government  lobbies,  PSRO  initiation,  continuing  educa- 
tion—so  they  will  truly  be  Society  expressions.  Sometimes  I feel  the  local 
society  members  feel  the  State  Society  is  the  Great  White  Father  which  art 
in  Richmond  and  I don’t  appreciate  their  potential  input.” 

Dr.  I.  J.  Green,  Alexandria,  makes  a Speaker  feel  solid  input  is  going  into 
the  House  when  he  says,  “I  have  nothing  but  favorable  comments  concern- 
ing the  manner  in  which  all  aspects  of  the  House  of  Delegates  work  has  been 
conducted.  You,  especially  are  to  be  congratulated  for  keeping  novice  dele- 
gates, such  as  I,  aware  of  what  was  happening  and  giving  us  a feeling  of 
real  participation.  I remain  amazed  at  the  amount  of  major  work  and  the 
large  number  of  important  decisions  which  resulted  from  the  short  time  we 
spent  in  Williamsburg.” 

The  last  quote  from  a Delegate  came  from  Dr.  Herbert  W.  Coone, 
Manassas.  Dr.  Coone  saw  an  added  dividend  in  the  House’s  reference  com- 
mittee approach.  He  said,  “Involvement  by  Delegates  in  reference  commit- 
tees is  an  excellent  learning  devise,  both  as  members  of  the  committee  and 
as  members  of  the  audience.” 

Tom,  my  response  to  these  comments  is  first,  thanks  for  the  kind  remarks— 
you’re  a great  bunch  of  guys  to  work  for  and  second,  your  requests  and 
recommendations  will  get  the  Speaker’s  personal  attention. 

I’ve  already  written  Program  Chairman,  Dr.  John  A.  Owen,  Jr.,  Charlottes- 
ville, and  asked  that  the  call-to-order-hour  for  the  House  and  Reference 
Committees  come  at  an  earlier  hour.  Reference  Committees  will  be  increased 
in  number  if  business  demands  it.  Continuing  attempts  at  getting  more  infor- 
mation on  all  items  to  the  reference  committee  personnel  sooner  will  be  on 
going.  And,  I intend  to  get  more  Delegates  personally  involved  in  the  next 
session  of  the  House  of  Delegates. 

Finally,  Tom,  as  Speaker,  I intend  to  operate  as  always,  i.e.  within  the 
dictates  of  the  Society’s  By-Laws.  To  me  there’s  just  no  other  way  to  do  it. 

Sincerely, 

W.  J.  Hagood,  Jr.,  Speaker 

n,  „ 77-  . . - . House  of  Delegates 

Clover,  Virginia  24534  & 
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An  Analysis  of  Cardiac  Care  Unit  Experiences 

The  Virginia  Regional  Medical  Program's  Cardiac  Unit  Study  Group 


Evaluation  of  cardiologic  services 
among  eight  cardiac  care  units 
was  performed  by  establishing  a 
comprehensive  profile  of  clinical 
data  concerning  each  of  5141  ad- 
missions to  these  units. 

UNCERTAINTY  about  the  effectiveness 
of  intensive  cardiac  care  units,  similar  to 
the  question  of  anticoagulation  in  acute  myo- 
cardial infarction,  continues  to  appear  in  cur- 
rent medical  literature.1,2,3  One  source  of  this 
uncertainty  consists  of  expressing  the  effec- 
tiveness of  cardiac  unit  care  in  terms  of  ob- 
served mortality  in  cases  of  proven  acute  myo- 
cardial infarction,  with  or  without  a control 
group  of  patients  treated  outside  of  such  units. 
The  results  of  that  approach  to  assessing  effec- 
tiveness may  remain  uncertain  both  because 
there  are  factors  outside  the  range  of  influence 
of  unit  care  affecting  mortality  in  acute  in- 
farctions, and  because  there  are  contributions 
of  intensive  care  for  patients  with  acute  cardiac 
conditions  other  than  myocardial  infarction. 

In  1970  a group  of  directors  of  cardiac  units 
in  several  Virginia  hospitals  adopted  a different 
approach  to  assessing  the  effectiveness  of  these 

Unit  directors:  Joseph  Beinstein,  M.D.,  Ar- 
lington; Alfred  B.  Cramer,  M.D.,  Culpeper; 
Robert  G.  Edwards,  M.D.,  Franklin;  Donald 
Holsinger,  M.D.,  Martinsville;  Richard  S.  Cramp- 
ton,  M.D.,  Charlottesville;  J.  H.  Hollingsworth, 
M.D.,  and  Philip  Shiner,  M.D.,  Roanoke  Me- 
morial Hospital;  John  C.  Hortenstine,  M.D., 
Winchester;  David  E.  Miller,  M.D.,  Lewis-Gale 
Hospital,  Roanoke. 

Project  director  and  address  for  reprints: 
Lockhart  B.  McGuire,  M.D.,  Department  of  In- 
ternal Medicine,  University  of  Virginia  School 
of  Medicine,  Charlottesville,  Virginia  22901. 


units.  This  approach  consisted  of  establishing 
a comprehensive  medical  audit  or  peer  review 
system.  A computer-based  profile  of  the  clin- 
ical features  of  every  patient  on  admission, 
events  during  and  after  unit  care,  diagnosis, 
and  results  of  treatment  was  tabulated.  We 
assumed  that  the  principal,  specific  function  of 
these  units  should  be  the  prevention  of 
rhythm-related  mortality  in  all  patients,  with 
or  without  myocardial  infarction,  both  during 
patients’  stay  in  the  unit  and  after  transfer  to 
regular  care.  Instances  of  death  from  rhythm 
disturbances  in  the  absence  of  prior  shock  and 
congestive  failure  were  returned  to  the  unit 
directors’  attention  for  additional,  individual 
scrutiny  of  the  adequacy  of  the  treatments 
which  had  been  used. 

While  a medical  audit  approach  suffers  from 
the  lack  of  a control  population,  there  is  a 
gain  from  analyses  of  possible,  specific  defici- 
encies in  management  that  tend  to  be  obscured 
by  simple  reports  of  comparative  mortality. 
In  addition,  a study  of  a specific  therapeutic 
question— the  use  of  temporary  pacemakers  in 
acute  myocardial  infarction— was  performed. 

Methods  of  the  Study 

In  1970  the  Virginia  Regional  Medical  Pro- 
gram began  providing  support  for  the  com- 
puter processing  of  a prospective  survey  of 
activities  in  the  cardiac  care  units  of  five  Vir- 
ginia hospitals.  The  original  unit  directors 
met  several  times  to  agree  on  definitions  of 
terms,  such  as  proven  myocardial  infarction, 
shock,  etc.,  and  to  draft  a study  form.  (Copies 
of  this  manual  of  definitions  and  study  form 
will  be  provided  upon  request.) 

This  form  asks  150  questions  on  each  pa- 
tient, both  in  unit  and  after  transfer  to  regular 
care.  Aspects  of  past  medical  history,  EKG 
and  laboratory  findings,  arrhythmias  and  other 
complications,  treatments  used,  and  results 
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were  entered  on  these  forms.  A form  was  sub- 
mitted for  each  admission  of  each  patient  to 
the  unit,  regardless  of  final  diagnosis. 

Uniformity  of  search  for  information  was 
achieved  by  requiring  that  every  question  on 
the  form  be  completed.  The  unit  director  or 
recording  assistant  was  responsible  for  review- 
ing and  up-dating  the  entries  on  this  form  on 
the  basis  of  a daily  review  of  the  hospital  rec- 
ord and  other  available  observations  through- 
out the  patient’s  hospital  stay.  All  discharges 
from  the  hospital  were  classified  into  one  of 
five  possible  primary  diagnoses  according  to 
definitions  set  forth  in  the  study  manual:  (1) 
Acute  myocardial  infarction,  (2)  Coronary 
insufficiency  or  angina,  (3)  Primary  cardiac 
dysrhythmias  without  infarction,  (4)  Miscel- 
laneous acute  circulatory  disease,  and  (5) 
Chest  pain  of  unknown  or  non-cardiac  origin. 

Beginning  in  July  1970,  the  completed 
study  forms  were  forwarded  at  monthly  in- 
tervals to  the  Cardiology  Division  at  the  Uni- 
versity of  Virginia.  Summary  reports  of  diag- 
noses, mortality,  and  other  data  items  were 
periodically  distributed  to  participating  unit 
directors.  One  of  the  original  participants  in 
the  study  withdrew,  and  seven  additional  hos- 
pitals voluntarily  joined  the  project  during 
the  next  24  months.  Although  there  were  a 
total  of  5894  study  forms  processed  by  the 
project  at  the  time  of  this  report,  753  of  these 
came  from  hospitals  from  which  there  was 
either  incomplete  reporting  of  all  unit  admis- 
sions, or  a total  of  fewer  than  100  admissions 
per  unit.  The  data  in  this  report  are  derived 
from  the  eight  units  in  which  virtually  com- 
plete reporting  of  all  admissions  during  the 
period  of  participation  was  achieved,  and  the 
total  number  of  admissions  exceeded  100  pa- 
tients. 

Results 

Utilization  and  Effectiveness 

Table  I lists  the  eight  hospitals  with  com- 
plete reporting,  the  total  number  of  admis- 
sions to  each  unit,  and  the  percentage  with  a 
final  diagnosis  of  acute  myocardial  infarction 
in  these  units.  A proven,  final  diagnosis  of 


TABLE  I 

Participating  hospitals,  number  of  admissions  reported, 

AND  INCIDENCE  OF  A FINAL  DIAGNOSIS  OF  ACUTE 
MYOCARDIAL  INFARCTION 

Number  of  % Proven 

Hospital  Unit  Admissions  Myoc.  Infarction 


Roanoke  Memorial 

553 

39% 

Univ.  of  Virginia 

1446 

31% 

Winchester 

1443 

32% 

Martinsville 

701 

33% 

Lewis-Gale 

351 

36% 

Culpeper 

125 

44% 

Northern  Va.  Doctors’ 

325 

34% 

Southampton 

197 

25% 

Total 

5,141 

Av.  34.3% 

acute  myocardial  infarction  occurred  in  from 
25%  to  44%  of  all  admissions,  which  was 
lower  than  earlier  reports  of  cardiac  unit  ex- 
periences.4,5 A decline  in  the  frequency  of 
proven  infarctions  since  a previously  publish- 
ed study  of  one  of  these  units  during  1967- 
1969  was  also  noted.6  This  suggests  that  a 
broadening  of  the  indications  for  admission  to 
cardiac  units  has  taken  place  with  time.  A 
low  percentage  of  proven  infarctions  might 
indicate  inappropriate  or  excessive  utilization 
of  units  for  relatively  minor  illness,  as  implied 
by  Bloom  and  Peterson.2  Additional  data 
would  be  required  for  such  an  interpretation. 
Other  final  diagnoses  in  this  survey  included 
such  conditions  as  primary  complete  AV  block 
or  ventricular  tachycardia,  for  which  use  of 
a unit  was  appropriate,  as  well  as  other  con- 
ditions for  which  intensive  surveillance  was  in 
retrospect  less  urgently  required.  A final  diag- 
nosis of  “chest  pain  of  undetermined  or  non- 
cardiac origin”  was  made  in  between  4% 
and  14%  (average  9%)  of  all  admissions  to 
these  units.  Of  the  601  deaths  among  these 
5141  patients,  267  occurred  among  the  3437 
patients  who  did  not  have  myocardial  infarc- 
tion, indicating  a population  with  an  8%  mor- 
tality risk.  Shock  was  seen  in  4-9%  of  all  pa- 
tients admitted,  and  ventricular  fibrillation  in 
3-5%  of  all  patients  admitted.  Thus,  there 
was  a lower,  but  significant  occurrence  of 
major  cardiovascular  complications  among 
those  patients  with  diagnoses  other  than  acute 
myocardial  infarction.  Among  all  patients  the 
average  age  was  62.4  years  (range  62-64  years 
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mean  age  among  units),  and  the  average  dura- 
tion of  stay  in  unit  was  4.1  days  (range  3-5 
days  mean  stay  among  units). 

Table  II  lists  the  mortality  among  all  diag- 
noses and  in  confirmed  acute  myocardial  in- 
farction, both  in  the  unit  and  after  transfer  to 
regular  care.  Myocardial  infarction  caused 
334  of  the  601  deaths  among  these  patients, 
and  thus  remained  the  most  ominous  diagnosis 
among  reasons  for  unit  admission  in  general. 
One-fifth  of  these  deaths  occurred  after  trans- 
fer of  patients  to  regular  care.  These  late 
deaths  were  in  a heterogeneous  group  of  pa- 
tients, including  some  expected  deaths  due  to 


regarding  diagnosis  and  mortality  in  under- 
standing utilization  and  effectiveness,  attention 
was  next  directed  specifically  to  the  areas  of 
greatest  potential  impact  from  intensive  car- 
diac care— the  major  dysrhythmias,  regardless 
of  primary  cardiac  diagnosis.  Table  III  records 
the  experience  with  ventricular  fibrillation 
among  these  units,  regardless  of  whether  or 
not  shock  and  congestive  failure  were  present 
at  the  time  that  ventricular  fibrillation  occur- 
red. Of  the  1704  patients  with  acute  myo- 
cardial infarction,  9%  developed  ventricular 
fibrillation  and  of  those  developing  ventricular 
fibrillation  over  one-third  were  discharged 


TABLE  n 


Deaths  among  all  unit  admissions  and  in  acute  myocardial  infarctions 

ACCORDING  TO  HOSPITAL  AND  PATIENT-LOCATION 


Myocardial  Infarctions 


Hospital  Code 

Total  % Mortality 

Deaths  after 

Total  MJ. 

Humber 

in  All  Diagnoses 

Deaths  in  Unit 

Transfer 

% Mortality 

03 

18% 

47 

3 

23.4% 

04 

10% 

61 

21 

16.2% 

05 

10% 

62 

26 

19.0% 

06 

14% 

36 

12 

20.7% 

07 

11% 

24 

1 

20.0% 

08 

12% 

11 

2 

23.6% 

09 

9% 

12 

4 

14.5% 

10 

16% 

12 

0 

24.5% 

Av.  12.5% 

265 

69 

Av.  20.2% 

chronic  congestive  failure  as  well  as  a small 
number  of  sudden  and  unexpected  dys- 
rhythmias. The  average  total  mortality  in  the 
two  hospitals  having  house  staff  was  19.8%  in 
myocardial  infarction;  this  mortality  was 
20.3%  among  the  six  non-teaching  hospitals. 
Of  several  possible  comparisons  among  groups 
of  hospitals,  the  frequency  of  autopsies  show- 
ed a significant  variation.  The  two  hospitals 
with  house  staff  programs  obtained  autopsies 
in  41%  of  deaths,  while  the  others  averaged 
2 1 % autopsies.  A wide  range  among  the  latter 
was  indicated  by  the  highest  autopsy  percent- 
age (51%)  being  observed  in  a private,  pro- 
prietary hospital.  In  comparison  with  the  other 
units,  the  university  hospital  had  a relatively 
high  incidence  of  patients  transferred  from 
other  hospitals  for  permanent  pacemaker  in- 
sertion or  consideration  of  emergency  cardiac 
surgery. 

Because  of  the  limited  significance  of  data 


alive.  Among  those  patients  without  a diag- 
nosis of  acute  myocardial  infarction  2.4%  de- 
veloped ventricular  fibrillation,  and  one-third 
of  these  patients  developing  ventricular  fibril- 
lation were  also  discharged  alive.  Since  ven- 
tricular fibrillation  in  association  with  shock 
and  congestive  failure  is  frequently  accepted 
as  an  irreversible  dysrhythmia,  attention  was 
next  directed  in  greater  detail  to  a sub-group 
in  whom  a major,  fatal  rhythm  disturbance 
appeared  without  prior  acute  mechanical  car- 
diac failure. 

Each  of  the  601  deaths  among  these  5141 
patients  was  classified  at  the  time  in  terms  of 
one  of  the  following  dominant  clinical  “mech- 
anisms”: (1)  acute  mechanical  failure  without 
precipitating  dysrhythmia,  (2)  chronic  me- 
chanical heart  failure,  (3)  non-cardiac  death, 
(4)  primary  ventricular  fibrillation,  (5)  pri- 
mary bradycardia  or  asystole,  or  (6)  deaths 
that  were  unobserved  or  of  unknown  descrip- 
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tion.  Originally  there  were  92  deaths  classified 
in  one  of  the  last  three  of  these  six  categories. 
Deaths  in  these  three  categories  were  regarded 
as  probably  secondary  to  dysrhythmia,  and 
hence  were  considered  at  least  theoretically 
preventable.  In  each  instance  the  unit  direc- 
tor reviewed  the  chart  in  order  to  identify 
whether  or  not  appropriate  drugs  and  resus- 
citative  efforts  had  been  used,  and  any  reasons 


used  on  three  occasions  because  of  the  tech- 
nical unavailability  of  pacing  in  the  hospital, 
and  in  two  instances  “because  the  attending 
doctor  did  not  think  it  would  help”. 

Assessment  of  the  quality  of  care  at  this  de- 
tailed level  of  individual  analysis  develops  a 
new  set  of  uncertainties,  such  as  the  proper 
choice  and  dosage  of  an  anti-dysrhythmic 
drug,  or  the  degree  of  aggressive  treatment  ap- 


TABLE  III 


Experience  with  ventricular  fibrillation  (VF)  in  myocardial  infarction 

AND  AMONG  ALL  OTHER  DIAGNOSES 


Myocardial  All  Other 

Infarctions  Diagnoses  Total 


Total  admissions  1704  3437  5141 


Number  of  admissions 
developing  VF 

Lived 

154  (9%) 
Died 

83 

Lived 

(2.4%) 

Died 

237 

Lived 

Died 

Number  of  patients 
with  VF  in  unit 

54 

82 

21 

50 

75 

132 

Number  of  patients 
with  VF  on  ward 

5 

13 

9 

3 

14 

16 

Total  59 

95 

30 

53 

89 

148 

for  the  failure  of  such  efforts.  As  a result  of 
these  reviews,  approximately  25  deaths  were 
re-classified  into  other  clinical  mechanisms; 
four  patients  showed  cardiac  rupture  at  autop- 
sy, and  1 5 replies  were  not  received.  Thus,  an 
analysis  of  pre-terminal  events  in  51  patients 
who  appeared  to  die  with  a sudden,  theoret- 
ically preventable  dysrhythmia  is  presented  in 
Table  IV. 

As  anticipated,  the  majority  of  observed  in- 
stances of  primary  ventricular  fibrillation  and 
of  bradycardic  arrest  occurred  during  unit 
admission,  although  the  frequency  of  late  ven- 
tricular fibrillation  was  notable.  Table  IV  in- 
dicates that  in  21  of  these  deaths  there  had 
been  no  warning  rhythm  disturbance  recog- 
nized prior  to  the  arrest,  that  an  appropriate 
prophylactic  anti-dysrhythmic  drug  and/or 
pacemaker  was  being  used  in  24,  and  that  im- 
mediate resuscitation  had  been  attempted  in  21. 
Thus,  in  many  of  these  51  instances  no  gross 
deficiency  in  management  could  be  recog- 
nized. In  certain  others,  management  appeared 
to  have  been  sub-standard  or  at  least  question- 
able. For  instance,  among  five  instances  of 
established  bradycardia,  no  pacemaker  was 


propriate  for  an  elderly  and  debilitated  patient. 
Nevertheless,  the  scrutiny  of  care  initiated  by 
such  surveys  served  to  focus  on  possible  defici- 
encies in  specific  unit  management  policies, 
and  thereby  probably  promoted  corrective 
measures. 

The  use  of  pacemakers  in  acute  myocardial 
infarction 

There  are  occasions— especially  among  pa- 
tients with  a relatively  high  risk  of  death  due 
to  a specific  mechanism— in  which  a compari- 
son of  mortality  may  be  required  to  evaluate 
a specific  form  of  treatment.  In  acute  myo- 
cardial infarction  complicated  by  complete 
AV  block,  overall  mortality  is  approximately 
50%, 6 although  this  ranges  from  25%  in  in- 
ferior infarctions  to  87%  in  anterior  infarctions 
with  complete  A V block.7  Thus,  the  evaluation 
of  cardiac  pacing  in  this  setting  requires  that 
both  treated  and  un-treated  groups  be  similar 
in  regard  to  infarct  locations,  patient  age,  as- 
sociated congestive  heart  failure,  and  other 
prognostic  factors.  Usually  the  method  of 
random  assignment  to  treatment  and  non-treat- 
ment groups  is  chosen  as  a means  of  obtaining 


208 


Virginia  Medical  Monthly 


comparable  populations.  Although  random 
assignment  was  not  used  in  the  present  survey, 
the  extensive  clinical  profile  of  data  for  each 
patient  required  by  the  prospective,  com- 
puter-based protocol  did  permit  a description 
of  the  paced  and  un-paced  groups  in  terms  of 
such  adverse  prognostic  factors. 


tality),  and  30  deaths  among  the  un-paced 
groups  (60%  mortality.)  The  lower  propor- 
tion of  deaths  in  the  paced  group  occurred 
with  a p-value  of  0.09  by  the  chi-square  test, 
indicating  a difference  of  doubtful  statistical 
significance. 

Previous  studies  have  identified  age,  prior 


TABLE  IV 

Summary  of  questionnaire  results  concerning  51  deaths  clinically 


ASSOCIATED 

WITH  A PRIMARY  RHYTHM 

DISTURBANCE 

Mechanism 

Primary 

Primary 

Unknown  or 

of  death: 

Ventricular  Fibrillation 

Bradycardia 

Unobserved 

No.  of  patients: 

21 

20 

10 

Average  age: 

65  yr. 

69  yr. 

67  yr. 

Place  of  arrest: 

In  unit 

11 

18 

1 

After  transfer 

9 

2 

9 

Time  after  admission: 

Av.  9 days 

Av.  4 days 

Av.  15  days 

Warning  dysrhythmia? 

Yes 

17 

10 

3 

No 

4 

10 

7 

Preventive  treatment  given?  * 

Yes 

15 

7 

2 

No 

6 

13 

8 

Prompt  resuscitation  attempt?  + 

Yes 

14 

7 

0 

No 

7 

13 

10 

* In  case  of  primary  VF,  lidocaine  or  procaine  amide  or  quinidine ; in  case  of  primary  bradycardia, 
demand  pacemaker. 

+ Either  defibrination  or  pacemaker  insertion,  as  appropriate. 


congestive  failure,  and  diabetes  as  adverse 
prognostic  factors,6,8  and  inferior  location  has 
been  favorable  in  infarctions  complicated  by 
AV  block.  Table  5 lists  also  the  characteris- 
tics of  our  paced  and  un-paced  groups  in  these 
terms.  Although  the  incidence  of  prior  con- 
gestive failure  and  of  diabetes  was  the  same  in 
both  groups,  the  paced  group  was  slightly 
younger  and  had  a slightly  higher  percentage 
of  inferior  infarctions  than  did  the  un-paced 
group.  Among  the  84  patients  whose  acute 
infarction  was  inferior  in  location  and  accom- 
panied by  complete  AV  block,  there  were  17 
deaths  in  the  52  with  pacemakers  (33%  mor- 
tality), and  14  deaths  among  the  32  patients 
without  pacemakers  (44%  mortality).  If  at- 
tention is  restricted  only  to  those  patients  in 
whom  congestive  failure  and  shock  were  ab- 
sent, mortality  was  20-25%  in  the  paced  group 


Table  V shows  that  there  were  143  patients 
among  these  1704  acute  myocardial  infarctions 
who  developed  complete  AV  block.  Of  these 

TABLE  V 

Survival  in  acute  myocardial  infarction  complicated 
by  Complete  AV  Block  in  relation  to  pacemaker 
use,  with  incidence  of  adverse  prognostic 

FACTORS  IN  PACED  AND  UN-PACED  GROUPS 

Paced  Patients  Un-paced  Patients 


Total  number 

86 

57 

Deaths 

39  (45%)* 

34  (60%) 

Av.  patient  age 

64.6  yr. 

69.3  yr. 

Prior  congestive  failure 

23% 

25% 

Diabetes 

23% 

21% 

Infarct  location  other 
than  inferior 

39.5% 

44% 

(•  Chi-square  2.81  ; p = 0.09.) 


there  were  86  who  received  temporary  arti- 
ficial pacing  and  57  who  did  not.  There  were 
39  deaths  among  the  paced  group  (45%  mor- 
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and  40-43%  in  the  un-paced  group.  Accord- 
ingly a small  margin  in  favor  of  the  paced 
group  persisted  in  several  special  categories  of 
this  mixed  patient  population. 

There  has  also  been  interest  in  the  prophy- 
lactic insertion  of  temporary  pacemakers  in 
those  patients  whose  acute  infarction  is  com- 
plicated by  “bilateral  bundle  branch  block”, 
or  right  bundle  branch  block  and  left  axis  de- 
viation. Table  VI  indicates  that  there  were 
51  such  patients  in  the  present  series,  among 
whom  19  received  pacemakers  and  32  were  not 
paced.  Although  these  groups  were  identical 
in  terms  of  average  patient  age,  more  of  the 
paced  group  had  diabetes  and  more  of  the  un- 
paced group  had  previous  congestive  heart 
failure.  Acute  congestive  failure  developed  in 
16  of  the  paced  patients  and  14  of  the  un- 
paced patients;  shock  was  present  in  seven  of 
the  paced  patients  and  eight  of  the  un-paced 
patients.  Accordingly  mortality  was  relatively 
high  among  patients  with  acute  infarction 
complicated  by  bilateral  bundle  branch  block 
due  to  associated  mechanical  heart  failure,  and 
a favorable  impact  of  pacing  on  in-hospital 
mortality  was  not  demonstrable. 

TABLE  VI 

Survival  in  acute  myocardial  infarction  complicated 
by  Left  Axis  Deviation  and  Right  Bundle 
Branch  Block  in  relation  to  pacemaker  use, 

WITH  INCIDENCE  OF  ADVERSE  PROGNOSTIC  FAC- 
TORS IN  PACED  AND  UN-PACED  GROUPS 

Paced  Patients  Un-paced  Patients 


Total  number  19  32 

Deaths  11(58%)  14(44%) 

Av.  patient  age  66.2  yr.  66.3  yr. 

Prior  congestive  failure  26%  31% 

Diabetes  21%  16% 


Discussion 

In  an  essay  entitled  “Hospital  Patient  Sta- 
tistics”, Murnaghan  and  White  concluded  that 
the  limitations  of  information  gathered  retro- 
spectively from  hospital  discharge  summaries 
precluded  the  use  of  such  data  for  studies  of 
effectiveness  of  current  hospital  care.9  Never- 
theless, using  such  data  Bloom  and  Peterson  at- 
tempted an  analysis  of  costs  and  productivity 
in  cardiac  care  units.2  They  concluded  that 
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patients  without  proven  myocardial  infarction 
were  a low-risk  group,  and  observed  slightly 
lower  case  fatality  rates  and  lower  relative 
costs  among  larger  units  in  teaching  hospitals. 
Reynell  and  Reynell  also  attempted  a cost-ef- 
fectiveness analysis  of  a cardiac  care  unit.10 
They  accepted  survival  from  a cardiac  arrest 
as  the  criterion  of  effectiveness  of  unit  care, 
and  expressed  their  analysis  in  terms  of  excess 
costs  of  unit  care  over  regular  care  per  life 
saved.  They  noted  rising  numbers  of  admis- 
sions per  year  and  of  successful  resuscitations 
per  year  over  a five-year  interval,  as  did  Mac- 
Millan et  al.5 

The  present  study  utilized  a prospective  ap- 
proach and  a computer-based  information  sys- 
tem nearly  independent  of  the  hospital  record. 
This  minimized  the  influence  of  variation  in 
data  acquisition  and  in  definitions  of  clinical 
terms.  Because  in-hospital  mortality  in  myo- 
cardial infarction  is  a questionable  index  of  ef- 
fectiveness of  care,11  this  report  emphasizes 
the  experience  with  usually  fatal  dysrhythmias 
as  a preferable  means  of  describing  effective- 
ness. No  data  on  costs  were  attempted  in  this 
study. 

Utilization  of  cardiac  care  units 

The  observations  in  Tables  I-III  indicate 
that,  although  myocardial  infarction  remained 
the  most  frequent  and  the  most  frequently 
fatal  diagnosis  among  admissions  to  these  units, 
the  incidence  of  proven  acute  infarction  can 
not  be  accepted  as  a simple  index  of  appropri- 
ate utilization  of  such  units.  The  broadening 
of  indications  for  admission  to  include  more 
conditions  other  than  acute  infarction  might 
or  might  not  represent  inappropriate  utiliza- 
tion for  minor  illness.  Over  one-third  of  all 
fatalities  occurred  among  patients  with  other 
diagnoses.  One-third  of  the  instances  of  ven- 
tricular fibrillation  occurred  in  patients  with- 
out acute  myocardial  infarction,  and  a similar 
proportion  of  these  patients  were  successfully 
resuscitated.  Nevertheless,  Griner  showed  that 
in  a specific  sub-group  who  were  admitted  for 
acute  pulmonary  edema,  regardless  of  cause, 
there  was  no  demonstrable  benefit  in  terms  of 
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mortality  from  intensive  care  unit  manage- 
ment as  compared  with  regular  hospital  care.12 

The  present  observations  did  not  reveal  any 
additional  means  of  predicting  those  patients 
at  greatly  increased  risk  of  developing  lethal 
cardiac  rhythms.  Meanwhile,  there  is  eco- 
nomic urgency  to  develop  some  index  of  ap- 
propriate utilization  of  such  facilities.  It  is 
reasonable  to  infer  that  a unit  showing  a com- 
bination of  several  features— a high  incidence 
of  “chest  pain  of  unknown  or  non-cardiac 
cause”,  plus  a low  incidence  of  proven  myo- 
cardial infarction,  plus  a low  incidence  of 
major  dysrhythmias  and  shock— may  be  inap- 
propriately using  the  unit  for  minor  illness. 
The  incidence  of  proven  myocardial  infarc- 
tion alone  will  be  an  inadequate  index  of  ap- 
propriate utilization. 

Effectiveness  of  unit  care 

Death  rates  for  the  present  group  of  hos- 
pitals are  given  in  Table  II,  because  previous 
assessments  of  the  effectiveness  of  unit  care 
have  emphasized  mortality  in  acute  myocardial 
infarction.1'5  The  range  of  values  in  Table  II 
generally  conforms  to  those  of  previous  re- 
ports. Deaths  occurring  after  transfer  of  pa- 
tients out  of  units  to  regular  care  were  in- 
cluded as  representing  a responsibility  of  an 
overall,  in-hospital  system  for  managing  acute 
cardiac  illness. 

Because  mortality  expresses  the  result  of 
such  a diverse  group  of  conditions  and  func- 
tions,11 the  present  study  next  concentrates  on 
experiences  with  the  major  cardiac  dys- 
rhythmias to  express  the  effectiveness  of  in- 
tensive care.  Table  III  summarizes  the  out- 
comes of  ventricular  fibrillation  in  patients 
with  acute  myocardial  infarction  and  in  pa- 
tients with  other  diagnoses,  both  during  and 
after  their  stay  in  the  intensive  care  unit.  This 
analysis,  in  contrast  to  that  to  be  given  in 
Table  IV,  includes  patients  who  already  had 
shock  or  congestive  failure  as  well  as  those 
with  “primary  ventricular  fibrillation”.  This 
tabulation  was  included,  because  as  Lawrie  et 
al  have  noted,13  mild  degrees  of  heart  failure 
commonly  render  a sharp  distinction  between 


primary  and  secondary  ventricular  fibrillation 
uncertain.  The  total  of  9%  of  patients  with 
myocardial  infarction  developing  ventricular 
fibrillation  indicated  in  Table  3 coincides  with 
earlier  reports  from  coronary  care  units.4  513 
The  38%  incidence  of  successful  resuscitation 
among  this  group  of  patients  is  similar  to  the 
experience  of  Lawrie  et  al,13  and  higher  than 
the  15%  reported  by  MacMillan  et  al.5  The 
data  in  Table  III  were  not  presented  in  terms 
of  each  individual  unit,  because  the  small  num- 
bers resulting  from  such  a division  made  inter- 
unit comparisons  of  questionable  significance. 
No  unit  was  so  low  in  terms  of  success  in  re- 
suscitation from  ventricular  fibrillation  as  to 
suggest  a general  technical  inadequacy.  Never- 
theless, this  possibility  was  pursued  in  greater 
detail,  with  the  further  observations  given  in 
Table  IV. 

Table  IV  presents  our  peer  review  effort  in 
its  most  detailed  and  probably  most  meaning- 
ful form.  This  summarizes  the  51  replies  to  a 
special  questionnaire  concerning  premonitory 
rhythm  disturbances  and  management  in  pa- 
tients who  appeared  to  die  from  a sudden, 
primary  dysrhythmia  with  no  or  mild  ante- 
cedent heart  failure.  Our  survey  showed  that 
significant  numbers  of  these  patients  had  no 
warning  disturbance  of  rhythm  recognized 
prior  to  the  cardiac  arrest,  and  that  prompt 
use  of  drugs  and  defibrillation  or  pacing  were 
ineffectual  in  several.  These  observations  con- 
form to  the  experience  of  Toronto  General 
Hospital,14  where  eight  of  20  patients  with 
primary  ventricular  fibrillation  showed  no 
antecedent  irritability,  and  in  eight  the  ventricu- 
lar fibrillation  was  not  preventable  by  the  prior 
administration  of  lidocaine.  The  present  sur- 
vey at  the  same  time  identified  several  incidents 
in  these  units  of  apparently  inadequate  effort 
at  rhythm  control.  These  were  brought  to  the 
attention  of  the  appropriate  unit  director  for 
possible  revision  of  management  policies  in  the 
unit.  In  this  regard  the  project  may  have 
served  a continuing  education  and  peer  review 
function. 
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Temporary  cardiac  pacing  in  myocardial  in- 
farction 

The  value  of  pacing  for  complete  AV  block 
in  acute  myocardial  infarction  has  been  diffi- 
cult to  assess  because  of  the  high  incidence  of 
spontaneous  recovery  without  pacing  in  in- 
ferior infarctions,  and  the  high  death  rate  from 
mechanical  cardiac  failure  in  spite  of  pacing  in 
anterior  infarctions.  Rotman,  Wagner,  and 
Wallace7  reviewed  their  own  experience  and 
the  literature.  They  concluded  that  in  inferior 
infarctions  with  block  uncomplicated  by  heart 
failure,  syncope,  or  ventricular  irritability 
there  was  insufficient  evidence  of  benefit  from 
pacing;  this  was  also  true  of  patients  with 
severe  heart  failure.  There  were  also  no  data 
to  support  the  view  that  in  patients  with  an- 
terior infarction  complicated  by  complete  AV 
block  the  use  of  pacemakers  altered  mortality. 

The  present  report  documents  the  degree  to 
which  the  treated  and  un-treated  groups  were 
comparable  in  terms  of  associated,  adverse  risk 
factors.  No  marked  concentration  of  any  of 
three,  selected  prognostic  factors  in  either  the 
treated  or  un-treated  group  was  found,  al- 
though the  average  age  of  the  paced  patients 
was  five  years  younger.  A small  margin  of 
improved  survival  among  paced  patients  was 
found,  including  sub-groups  in  whom  the  in- 
farct location  was  inferior,  and  in  whom  severe 
mechanical  heart  failure  was  absent.  This  is 
consistent  with  the  prediction7  that  there  is  a 
small  group  of  such  patients— probably  those 
in  whom  AV  block  has  caused  severe,  sus- 
tained bradycardia  or  ventricular  irritability- 
in  whom  pacing  is  beneficial. 

The  possibility  of  benefit  from  pacing  in 
intraventricular  conduction  blocks  in  myo- 
cardial infarction  has  also  been  considered,  be- 
cause of  several  reports  of  high  rates  of  sud- 
den progression  to  complete  AV  block  with 
asystole.71516  Two  groups  noted  this  phe- 
nomenon to  occur  relatively  late  after  dis- 
charge from  the  unit  or  hospital  in  patients 
with  the  combination  of  left  anterior  hemi- 
block  and  complete  right  bundle  branch  block. 
These  groups  recommended  insertion  of  per- 
manent pacemakers  in  such  patients.  On  the 
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other  hand,  Godman  et  al  found  no  effect  of 
pacing  on  mortality  in  patients  with  acute 
myocardial  infarction  complicated  by  a com- 
plete bundle  branch  block  alone.  The  present 
survey  found  the  treated  and  un-treated  groups 
with  left  axis  deviation  and  right  bundle 
branch  block  to  have  similar  frequencies  of 
the  adverse  prognostic  factors,  noted  in  Table 
VI.  There  was  a high  mortality  from  mechan- 
ical heart  failure  in  both  treated  and  un- 
treated groups,  and  no  benefit  from  pacing  in 
terms  of  in-hospital  mortality  was  demonstrat- 
ed. Further  studies  of  this  question,  including 
post-hospital  information  and  data  regarding 
PR  intervals  in  such  patients,  will  be  required. 
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Heart  Medications  Fail  to  Prolong  Life 


Two  popular  medications  that  are  widely 
used  to  prevent  recurrence  of  heart  attacks 
do  not  prolong  life,  says  a report  in  the  Janu- 
ary 27  issue  of  the  Journal  of  the  American 
Medical  Association. 

The  two  drugs— clofibrate  and  niacin— are 
widely  prescribed  by  physicians  for  men  and 
women  who  have  had  heart  attacks.  The  drugs 
do  reduce  the  level  of  cholesterol  in  the  blood, 
and  thus  were  thought  to  reduce  the  chances 
of  another  heart  attack. 

A nationwide  study  by  the  Coronary  Drug 
Project,  headed  by  Jeremiah  Stamler,  M.D., 
of  Northwestern  University  Medical  School, 
Chicago,  involved  more  than  8,000  patients  in 
more  than  50  treatment  centers.  The  study 
found  that  post-heart  attack  patients  taking 
either  clofibrate  or  niacin  did  have  lower  cho- 
lesterol, but  had  no  greater  life  expectancy 


than  those  taking  only  a placebo  or  inert  sub- 
stance. Patients  in  the  study  were  men  aged 
30  through  64  years. 

“The  Coronary  Drug  Project  provides  no 
evidence  on  which  to  recommend  the  use  of 
clofibrate  in  the  treatment  of  persons  with 
coronary  heart  disease.  There  is  no  evidence 
that  niacin  influences  mortality  of  survivors 
of  myocardial  infarction.” 

Niacin  also  causes  some  undesirable  side 
effects,  including  heart  and  gastrointestinal 
problems,  and  “great  care  and  caution  must 
be  exercised  if  this  drug  is  to  be  used  for  treat- 
ment of  persons  with  coronary  heart  disease.” 

Clofibrate  is  marketed  under  the  trade  name 
of  Atromid-S.  Niacin  is  dispensed  under  sev- 
eral trade  names— Efacin,  NIAC,  Nico-400, 
Nicobid,  Nicolar,  Nicosode,  Nico-Span,  Tega- 
Span  and  Wampocap. 
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Outpatient  Repair  of  Hernias  in  Infants  and  Children 


One  hundred  and  forty-five  in- 
fants and  children  underwent  her- 
nia repair  under  general  anesthe- 
sia as  outpatients  with  no  compli- 
cations requiring  hospitalization. 
The  advantages  of  this  approach 
include:  reduced  psychological 
trauma  for  child  and  family;  di- 
minished exposure  to  endemic 
hospital  infections;  freeing  beds 
and  nursing  staff  for  children  who 
require  hospitalization;  reducing 
the  waiting  time  for  patients  re- 
quiring elective  surgery  and  re- 
ducing the  cost  of  surgical  care. 

UTPATIENT  OR  DAY-CASE  SUR- 
GERY under  general  anesthesia  is  ad- 
mirably suited  to  the  management  of  inguinal 
and  umbilical  hernias  in  infants  and  young 
children.  Indeed  it  is  surprising  that  the 
abundant  literature  attesting  to  the  advantages 
and  safety  of  outpatient  surgery  in  children 
has  not  yet  persuaded  the  surgical  community 
in  the  United  States. 

In  1909,  Nicoll1  reported  a ten-year  experi- 
ence from  the  Glasgow  Children’s  Hospital, 
during  which  time  he  personally  performed 
7,392  major  operations  on  pediatric  outpa- 
tients, most  of  whom  were  under  three  years 
of  age.  While  most  of  the  operations  were 
of  an  orthopedic  nature,  the  list  included  406 

Presented  to  the  Virginia  Surgical  Society, 
Hot  Springs,  April  27,  1974. 

From  the  Pediatric  Surgical  Division,  Depart- 
ment of  Surgery,  University  of  Virginia  Medical 
Center. 
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harelip  repairs,  18  operations  for  pyloric 
stenosis,  and  220  herniorrhaphies— inguinal  and 
umbilical. 

In  1938,  Herzfeld2  wrote  from  a vast  out- 
patient surgical  experience  at  the  Royal  Edin- 
burgh Hospital  for  Sick  Children,  “It  is  my 
usual  practice  to  send  the  baby  home  some  two 
hours  after  operation  (hernia  repair)  and  I 
have  never  had  cause  to  regret  this  procedure.” 

In  1964,  Lawrie3  enthusiastically  reported  a 
five-year  experience  with  day-case  surgery  at 
the  Evelina  Children’s  Hospital.  In  addition 
to  284  herniorrhaphies  and  hydrocelectomies, 
he  performed  orchiopexies,  pyloromyotomies 
and  endoscopies  as  well  as  a wide  assortment 
of  excisions  on  out-patients.  Lawrie’s  interest 
in  outpatient  surgery  was  stimulated  by  the 
shortage  of  inpatient  beds  at  his  hospital,  as 
well  as  a “not  infrequent”  incidence  of  noso- 
comial infections  prolonging  hospitalization  of 
children  having  inpatient  surgery. 

Othersen  and  Clatworthy,4  in  reporting  a 
ten-year  experience  with  outpatient  hernia  re- 
pairs in  infants  at  Columbus  Children’s  Hos- 
pital, also  stressed  the  reduction  of  hospital- 
acquired  respiratory  and  gastrointestinal  in- 
fections as  a major  benefit  of  outpatient  sur- 
gery. Indeed,  they  felt  the  major  hazard  to 
children  undergoing  elective  inpatient  hernia 
repair  was  “nosocomial  cross-illness”.  They 
pointed  out  additional  benefits  of  reduced 
costs,  reduced  demands  on  inpatient  beds  and 
nursing  staff,  and  savings  of  family  time  at 
home  and  at  work. 

Atwell  et  al,6  faced  with  an  overwhelming 
surgical  load  when  the  government  designated 
their  35  surgical  bed  Southampton  Children’s 
Hospital  a regional  pediatric  surgical  center 
for  a population  of  two  million,  met  this  chal- 
lenge by  establishing  a five-bed  day  unit  ad- 
jacent to  the  operating  room  through  which 
they  were  able  to  perform  3,349  outpatient 
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operations  including  700  herniorrhaphies  and 
hydrocelectomies  in  a four  year  period  be- 
tween 1969  and  1973. 

Stimulated  by  a shortage  of  beds  for  elec- 
tive surgery,  the  University  of  Virginia  Med- 
ical Center  established  a six-bed  “In-and-Out 
Surgery”  unit*  in  July  1971.  As  of  December 
31,  1973,  2,429  patients  had  undergone  a wide 
variety  of  general,  othopedic,  plastic,  pediatric, 
ENT,  and  dental  surgical  procedures  as  out- 
patients, most  of  them  under  general  anes- 
thesia. 

The  experience  of  the  pediatric  surgical 
service  with  the  outpatient  repair  of  inguinal 
and  umbilical  hernias  in  infants  and  children 
forms  the  substance  of  this  report. 

Procedure 

Infants  and  children  referred  for  hernia  re- 
pair have  their  histories  taken  and  receive  a 
complete  physical  examination  in  the  private 
office  or  clinic,  at  which  time  a fingertip  he- 
matocrit is  the  only  routine  laboratory  test. 
Other  studies  such  as  CBC,  urinalysis,  sickle 
prep,  chest  x-ray,  etc.,  are  performed  when 
clinically  indicated. 

The  patient’s  parents  are  given  a pamphlet 
(Fig.  1)  which  describes  briefly  the  operation 
and  location  of  the  In-and-Out  Surgery  Unit, 
contains  standard  instructions  with  respect  to 
such  items  as  fasting  and  contains  space  for 
the  physician  to  jot  special  instructions  such 
as  the  timing  for  the  last  preoperative  feeding, 
time  to  arrive  at  the  unit  and  so  on.  Mothers 
are  allowed  to  feed  up  until  six  hours  before 
the  time  of  surgery  for  infants.  NPO  after  a 
midnight  liquid  feeding  has  been  the  rule  for 
older  children. 

Patients  scheduled  for  surgery  at  7:45  a.m. 
arrive  in  the  In-and-Out  unit  at  7:00  a.m. 
(Fig.  2),  at  which  time  they  are  undressed 
and  checked  by  the  R.N.  in  charge  (Fig.  3) 
and  are  examined  by  an  anesthesiologist  (Fig. 
4).  If  signs  of  acute  illness  are  detected,  the 
child  is  discharged  at  once  to  the  care  of  the 
pediatrician,  family  doctor,  or  clinic  and  re- 

* Under  the  direction  of  Dr.  Edwin  L.  Rushia, 
Professor  of  Anesthesiology. 


Fig.  1.  Descriptive  pamphlet. 

scheduled  for  surgery  when  health  has  been 
restored. 

Standard  premedication  is  administered— 
atropine  alone  for  infants  and  morphine  or 
Valium  and  atropine  for  older  children.  Hie 
drowsy  youngster  is  wheeled  in  his  crib,  often 
accompanied  by  his  mother  (Fig.  5)  to  the 
operating  room,  where  hernia  repair  is  under- 
taken under  general  anesthesia.  The  agent 
most  commonly  employed  is  halothane  given 
by  face  mask.  Muscle  relaxants  are  seldom  em- 
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Fig.  2.  7:00  ajn.  Mother  arrives  with  patient. 


ployed.  Ketamine  has  been  found  unsatis- 
factory for  outpatient  anesthesia  since  the  du- 
ration of  its  action  is  unpredictable  and  often 
prolonged.  Although  rarely  necessary  for 
hernia  patients,  our  anesthesiologists  have  been 


Fig.  3.  7:05  ajn.  Infant  checked  by  nurse. 


of  endotracheal  anesthesia  in  17%  of  the  pe- 
diatric outpatient  surgery  done  at  the  Phoenix 
Surgicenter  with  no  respiratory  complications 
requiring  overnight  hospitalization.) 

The  operative  procedure  we  use  for  hernia 
repair  in  infants  and  children  is  simple  and  re- 
quires a very  brief  period  of  anesthesia.  In- 
guinal hernia  repair  consists  of  a high  ligation 


Fig.  4.  7:15  ajn.  Infant  examined  by  anesthesiologist. 


of  the  sac  through  a short  incision  in  the  ex- 
ternal oblique  aponeurosis  with  subsequent 
reapposition  of  the  incised  tissues.  Muscular 


willing  to  use  endotracheal  anesthesia  for  out- 
patient procedures  when  indicated.  Children 
who  require  intubation  are  transferred  to  the 
inpatient  ward  if  they  show  evidence  of  stridor 
or  respiratory  distress  however  mild— an  un- 
common event  in  our  experience  in  recent 
years.  (Kennedy  et  al6  have  reported  the  use 


Fig.  5.  7:30  a.m.  Patient  on  way  to  the  operating  room. 

or  fascial  overlapping  reconstruction  of  the 
canal,  according  to  the  technique  of  Bassini, 
Ferguson,  etc.,  are  unnecessary.  Exploration 
of  the  contralateral  side  when  only  a unilateral 
hernia  is  detectable  is  routine  in  females  but 


216 


Virginia  Medical  Monthly 


requires  a positive  indication  in  males  such  as 
the  presence  of  a hydrocele,  history  of  in- 
guinal or  scrotal  swelling,  or  a thickened  sper- 
matic cord.  Umbilical  hernias  are  repaired 
after  the  technique  of  Miller.7  The  sac  is  dis- 
sected free  of  the  surrounding  tissues  and  over- 
lying  skin  and  simply  invaginated  with  heavy- 
silk  sutures.  A pressure  dressing  is  applied  fol- 
lowing skin  closure.  In  both  inguinal  and  um- 
bilical hernia  repairs  the  skin  is  closed  with 
plain  catgut  subcuticular  sutures. 

Following  his  operation  the  patient  passes 
briefly  through  the  recovery  room  (Fig.  6) 
and  is  returned  awake  to  the  In-and-Out  unit 
where  he  may  be  held  by  his  mother  and  dis- 
charged when  fully  alert  and  after  a sugar 
water  feed  has  been  tolerated  (Fig.  7).  In- 
fants admitted  for  7:45  a.m.  hernia  repair  are 
often  on  their  way  home  by  10:00  a.m. 


Fig.  6.  8:45  a.m.  Infant  in  recovery  room  following 
bilateral  inguinal  hernia  repair. 


Prior  to  leaving  the  In-and-Out  unit,  parents 
of  children  undergoing  inguinal  hernia  repair 
are  told  that  mild  groin  swelling  and  a degree 
of  temperature  elevation  may  be  expected  on 
the  first  postoperative  night.  They  are  told  to 
give  the  child  plenty  of  liquids  and  to  call  if 
any  untoward  signs  such  as  excessive  swelling, 
fever,  skin  erythema,  or  other  signs  of  wound 
or  systemic  infection  develop. 

Results 

Between  July  27,  1971,  and  December  31, 
1973,  145  patients,  109  males  and  36  females, 


with  inguinal  and/or  umbilical  hernias  were 
operated  upon  as  outpatients  under  general 


Fig.  7.  10:00  ajn.  In-Out  Unit  nurse  hands  mother  ap- 
pointment slip  on  discharge  from  Unit. 


anesthesia  at  the  University  of  Virginia  Hos- 
pital. The  age  distribution  is  shown  in  Table 
1 (the  youngest  patient  was  age  five  weeks;  the 
oldest  16  years).  The  diagnoses  are  shown  in 
Table  2.  In  our  early  experience,  the  out- 
patients comprised  only  a small  percentage  of 


TABLE  1 


Umbilical  Hernia 

48 

Inguinal  Hernia— Unilateral 

79 

Inguinal  Hernia— Bilateral 

11 

Inguinal  and  Umbilical 

4 

Inguinal  (Bilateral)  and  Umbilical 

2 

Epigastric  Hernia 

1 

145 

TABLE  2 

Age  Below  1 year 

24 

1 year  to  2 

18 

2 years  to  6 

61 

6 years  to  12 

36 

12  and  above 

6 

Below  6 years 

103 

6 years  and  older 

42 

the  total  number  of  pediatric  hernia  patients, 
but  as  our  experience  has  grown  so  has  our 
enthusiasm.  At  the  present  time  we  overnight 
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only  a small  minority  of  infants  and  children 
undergoing  hernia  repair.  In  our  145  hernia 
outpatients,  no  complications  requiring  pro- 
longed hospitalization  or  re-hospitalization  oc- 
curred. 

Initially  cautious  in  our  application  of  out- 
patient surgery,  we  now  require  positive  in- 
dications for  hospitalizing  children  overnight 
for  hernia  repair.  These  indications  are  as 
follows: 

1.  Some  older  children  may  be  more  un- 
comfortable and  thus  require  more  sedation 
and  narcotic  postoperatively  than  infants  and 
may  therefore  benefit  from  spending  the  first 
postoperative  night  in  the.hospital.  However, 
most  children,  even  teenagers,  prefer  to  go 
home  after  surgery  if  possible  and  spend  the 
night  in  their  own  bed.  Perhaps  it  is  related 
to  the  simple  repair  we  do  (sac  ligation  only) 
but  postoperatively  most  of  our  older  chil- 
dren are  up  and  walking  about  within  hours 
after  surgery  and  they  are  more  than  glad  to 
return  home. 

2.  Many  of  our  patients  are  referred  from 
communities  several  hundred  miles  away.  It  is 
often  inconvenient  for  parents  to  drive  such 
great  distance  to  reach  us  early  in  the  morn- 
ing and  then  face  the  same  long  drive  back  on 
the  same  day.  We  may  hospitalize  the  child 
the  night  before  and/or  the  night  after  sur- 
gery in  such  cases.  Unfortunately,  insurance 
companies  as  well  as  the  State  Crippled  Chil- 
dren’s Bureau,  while  willing  to  pay  the  daily 
hospital  rate  will  not  pay  for  an  overnight 
stay  in  a much  less  expensive  local  motel. 

3.  If  the  child  has  other  diseases  which  may 
complicate  his  operative  or  postoperative 
course  such  as  chronic  pulmonary  disease,  con- 
genital heart  disease,  cystic  fibrosis,  diabetes, 
etc.,  he  is  admitted  as  an  inpatient  for  appro- 
priate studies  and  postoperative  care. 

4.  While  most  parents  are  delighted  that 
they  do  not  have  to  leave  their  child  in  the 
hospital,  some  are  extremely  fearful  of  taking 
him  home  directly  after  surgery.  In  such  cases, 
we  feel  it  is  better  to  keep  the  child  overnight. 

Our  increasing  experience  in  the  outpatient 


surgery  of  infants  and  children  has  enabled  us 
to  expand  our  indications  to  include  most  en- 
doscopies, esophageal  dilatations,  excision  of 
many  integumentary  lesions,  orchiopexies,  and 
some  ano-rectal  surgery— all  procedures  with 
low  incidence  of  post-operative  discomfort 
and  morbidity. 

There  are  at  least  five  major  advantages  of 
outpatient  over  inpatient  surgery  in  children 
requiring  elective  hernia  repair: 

1.  The  incidence  of  cross-infection  is 
markedly  reduced.  Children  undergoing 
elective  surgical  procedures  as  outpatients  are 
not  exposed  to  large  numbers  of  inpatient  chil- 
dren and  nursing  and  attending  staff  members 
and  thus  are  less  apt  to  pick  up  endemic 
nosocomial  hospital  gastrointestinal  or  respira- 
tory infections.  Izant’s8  study  at  Columbus 
Children’s  Hospital  revealed  a cross-infection 
rate  of  17%  in  a group  of  children  hospitalized 
48  hours  for  elective  hernia  repair.  In  a com- 
parable group  having  hernia  repair  as  outpa- 
tients, the  infection  rate  was  only  6%. 

In  addition,  vulnerable  inpatients  are  not 
exposed  to  infections  harbored  by  children  ad- 
mitted for  elective  herniorrhaphy.  Not  infre- 
quently we  admit  a youngster  for  surgery  and 
discover  the  next  morning  that  he  has  fever 
and  a runny  nose  or  diarrhea.  He  is  promptly 
discharged  but  not  before  he  has  exposed 
other  patients  and  staff  to  his  infection.  Also, 
he  has  had  an  unnecessary  overnight  hospital- 
ization, unfortunate  from  both  psychological 
and  financial  points  of  view. 

2.  Psychological  trauma  to  child  and  fam- 
ily is  certainly  reduced.  There  is  minimal  dis- 
ruption of  parents’  schedule  at  job  and  at 
home.  The  problem  of  obtaining  scarce 
mother-child  rooms  does  not  arise.  It  has  been 
gratifying  to  see  the  delighted  expression  on 
the  faces  of  most  parents  when  they  learn  that 
they  may  take  their  baby  home  directly  after 
the  operation.  This  is  particularly  appreciated 
by  breast  feeding  mothers. 

3.  Inpatient  beds  and  other  resources  are 
freed  for  children  who  need  them  and  nursing 
staff,  always  in  short  supply,  can  turn  their 
full  attention  to  children  with  major  surgical 
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or  medical  illness. 

4.  The  cost  of  outpatient  surgery  is  con- 
siderably less  than  that  of  inpatient  surgery. 
In  our  hospital  the  hospital  bill  (exclusive  of 
physician  fees)  of  a patient  undergoing  out- 
patient hernia  repair  is  half  that  of  a child 
whose  herniorrhaphy  is  repaired  during  what 
was  previously  our  standard  48  hour  admission 
(night  before  and  night  after).  There  is  no 
question  but  that  the  wider  application  of  out- 
patient surgery  can  lead  to  great  financial 
savings  on  the  part  of  insurance  companies  and 
other  third  parties  which  should  help  hold  the 
line  on  the  rising  cost  of  medical  care  to  us  all. 

5.  W aiting  time  for  surgery  which  has  been 
occasionally  up  to  three  or  four  weeks  for  an 
elective  surgical  bed  (longer  for  mother-child 
rooms)  has  been  cut  to  one  to  three  days. 

Summary 

One  hundred  and  forty-five  infants  and  chil- 
dren ranging  in  age  from  five  weeks  to  16 
years,  underwent  repair  of  inguinal  and/or 
umbilical  hernias  under  general  anesthesia  as 
outpatients  at  the  University  of  Virginia  Hos- 
pital with  no  complications  requiring  hospi- 
talization. Most  of  our  pediatric  patients  with 
hernias  are  now  operated  on  as  outpatients  in 
the  absence  of  specific  indications  for  hospital- 
ization. The  advantages  of  this  approach  in- 
clude: reduced  psychological  trauma  for  child 


and  family;  diminished  exposure  to  endemic 
hospital  infection;  freeing  beds  and  nursing 
staff  for  children  who  require  hospitalization; 
reducing  the  cost  of  surgical  care;  and  re- 
ducing the  waiting  time  for  patients  requiring 
elective  surgery. 
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Clinical  Studies  and  Patient  Referral. 


The  Clinical  Center,  research  hospital  of  the 
National  Institutes  of  Health  in  Bethesda, 
Maryland,  has  issued  a revised  edition  of  its 
booklet  Current  Clinical  Studies  and  Patient 
Referral  Procedures. 

This  publication,  designed  especially  for 
physicians,  describes  the  clinical  research 
studies  now  in  progress  and  outlines  the  pro- 
cedures to  be  followed  by  those  physicians 


wishing  to  refer  patients  to  the  Clinical  Center 
for  study. 

Copies  of  this  booklet  are  available  from 
Ms.  Elsie  Fahrenthold,  Chief,  Office  of  Clin- 
ical Program  Reports  and  Public  Inquiries, 
The  Clinical  Center,  Bldg.  10,  Room  lN-248, 
National  Institutes  of  Health,  Bethesda,  Mary- 
land 20014,  Phone:  (301)  496-2563. 
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A Rural  Epidemic  of  Shigellosis 

TOBY  F.  COOK,  R.N. 
Abingdon,  Virginia 
F.  J.  SPENCER,  M.D. 
Richmond,  Virginia 


This  epidemic  of  shigellosis  oc- 
curred in  a rural  setting  during 
the  winter.  Questions  raised  by 
this  outbreak  are  discussed. 


SHIGELLOSIS  is  a disease  usually  trans- 
mitted by  person-to-person  contact,  often 
in  a crowded,  unsanitary  environment.  The 
majority  of  epidemics  caused  by  shigella  in- 
fection occur  in  institutions  or  in  low  socio- 
economic urban  communities.1  Outbreaks  of 
shigellosis  in  rural  areas  are  reported  infre- 
quently. 


Outbreak 

Washington  County  is  situated  in  the  moun- 
tains of  Southwest  Virginia  with  a population 
of  40,835  (1970  U.  S.  Census).  The  county 
seat,  Abingdon,  has  a population  of  4,376 
(ibid.).  The  economy  of  the  area  is  based  on 
farming  with  some  commuting  to  nearby  in- 
dustries. 

The  onset  of  the  first  case  reported  to  the 
Washington  County  Health  Department  was 
4 January  1972.  The  outbreak  then  developed 
in  a typical  contact,  person-to-person  pattern 
(Fig.  1).  Twenty  members  of  seven  families 
had  been  involved  when  the  last  case  was  diag- 
nosed on  February  12,  an  interval  of  thirty- 
nine  days.  Out  of  a total  of  fourteen  stools 
positive  for  Shigella  sonnei,  two  were  in 
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symptomatic  persons,  one  an  adult  and  one 
a child.  Each  family  had  at  least  one  positive 
stool  culture.  Thirteen  (65%)  of  the  cases 
were  in  children  aged  eight  years  or  under; 
the  distribution  by  sex  was  equal.  Only  one 
case,  a pre-school  child,  was  hospitalized.  All 
patients  came  from  upper  or  middle-class  fam- 
ilies with  estimated  head-of-household  in- 
comes ranging  from  $8,000-$40,000.  Housing 
and  sanitary  facilities  were  commensurate  with 
these  incomes. 

Three  children  attended  the  same  kinder- 
garten, and  seven  the  same  elementary  school 
in  Grades  1,  2,  and  4.  The  pattern  in  the 
school  and  kindergarten  did  not  show  any 
unusual  grouping  or  other  features.  In  all  in- 
stances, the  infection  appeared  to  be  intro- 
duced into  the  family  by  a child  in  school  or 
kindergarten.  Ten  cases  were  diagnosed  in 
three  families  who  lived  in  the  same  subdivi- 
sion. The  temporal  distribution  in  the  sub- 
division pointed  to  a smouldering  person-to- 
person  infection  in  the  three  families  with  an 
interval  of  thirty-four  days  between  the  first 
and  last  cases  (Fig.  II).  Two  cases  were  in 
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households  close  to  each  other  on  a distant 
rural  route.  The  remaining  families  were 
geographically  unrelated.  Water  supplies, 
sewage  disposal,  and  food  preparation  were 
sanitary,  and  there  was  no  indication  that  they 
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played  a part  in  perpetuating  this  outbreak. 

Apart  from  contacts  within  families  and  in 
school,  there  were  two  possible  direct  routes 
of  spread.  One  mother,  living  in  the  subdivi- 
sion in  which  the  three  families  were  infected, 
acted  as  a babysitter  for  a four-month-old 
baby  in  an  adjacent  house.  This  woman  be- 
came ill  seven  days  after  the  onset  of  diarrhea 
in  the  baby;  the  babysitter’s  five-year-old 
daughter,  a kindergarten  pupil,  became  ill  on 
the  same  day  as  her  mother,  suggesting  a sep- 
arate child-to-child  contact  or  a possible  com- 
mon source  for  the  two  cases.  The  other  di- 
rect extra-familial  contact  was  between  two 
eight-year-old  boys  who  played  together  but 
also  w’ent  to  the  same  elementary  school,  al- 
though in  different  grades. 

Discussion 

Many  of  the  features  of  this  epidemic  are 
characteristic  of  outbreaks  of  shigellosis. 

1.  The  epidemic  was  of  a person-to-person 
type  rather  than  a point  or  common-source 
outbreak. 

2.  Asymptomatic  cases  with  positive  stool  cul- 
tures occurred,  and,  conversely,  there  were 
patients  with  symptoms  who  had  negative 
stool  cultures. 

3.  The  majority  of  symptomatic  cases  were 
in  children. 

4.  Schools  were  foci  of  infection. 

5.  The  infecting  organism  was  introduced  in- 
to families  by  children. 

6.  There  was  secondary  spread  within  fami- 
lies. 

7.  There  was  no  fixed  geographical  relation- 
ship of  family  locations. 

In  contrast  to  these  points,  several  unusual 
features  were  demonstrated  in  the  epidemic. 

1.  It  is  unusual  to  experience  epidemic  shigel- 
losis during  the  winter  months.  Shigella 
infections  reach  their  peak  in  late  summer 
and  early  fall  every  year.1 

2.  Flies,  often  suggested  as  agents  of  trans- 
mission, were  absent  because  of  climatic 
factors. 

3.  Outbreaks  of  shigellosis  rarely  occur  in  ru- 
ral areas.  This  probably  results  in  part 
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from  changes  in  population  distribution, 
although  rural  epidemics  have  been  docu- 
mented in  comparatively  recent  times.2 
Thirty-five  years  ago,  shigellae  were  com- 
mon in  the  stools  of  rural  inhabitants  of 
Virginia.3 

4.  The  spread  of  shigellae  in  middle  and  up- 
per socioeconomic  families  is  uncommon.4 

5.  There  was  no  correlation  of  cases  with 
lack  of  sanitary  facilities. 

Retrospective  analysis  of  reported  cases  of 
shigellosis  in  Virginia  show  that  the  rural  area 
in  which  this  epidemic  occurred  had  similar 
outbreaks  in  1960  and  1962.  This  presents  the 
possibility  of  the  occurrence  of  natural  foci 
of  shigellosis  and  similar  diarrheal  diseases,  pos- 
sibly among  families.  If  this  occurs  at  all  in 
shigellosis,  previous  reports  point  to  its  occur- 
ring in  urban  rather  than  rural  locations  and 
in  low  socioeconomic  districts.5  Although  the 
animal  reservoirs  of  salmonellosis  explain  its 
endemic  and  epidemic  distributions  to  some 
extent,  it  is  perhaps  hard  to  visualize  natural 
foci  of  shigellosis,  a non-zoonotic  infection. 
The  phenomenon  could,  of  course,  stem  from 
the  resurgence  of  “epidemic  strains”  in  en- 
demic areas.6 

The  questions  posed  by  this  epidemic  are: 

1.  In  the  USA,  is  epidemic  shigellosis  an  ur- 
ban disease,  or  is  it  also  common  in  rural 
areas? 

2.  Is  under-reporting  the  basis  of  the  current 
urban-rural  distribution  of  epidemic  shigel- 
losis in  this  country,  rather  than  the  nat- 
ural history  of  the  disease? 

3.  Are  there,  in  fact,  endemic-epidemic  foci 
of  shigellosis  in  rural  areas? 

4.  Do  “epidemic  strains”  of  shigellae  occur 
in  nature? 

5.  What  import  does  this  have  for  the  con- 
trol and  ultimate  eradication  of  shigellae? 

In  any  event,  a patient  in  a rural  area  pre- 
senting with  diarrheal  disease  should  be  viewed 
with  concern  as  the  possible  focus  of  a per- 
son-to-person epidemic  of  shigellosis,  often 
difficult  to  control  even  with  modern  public 
health  resources.  Control  measures  should  be 
instituted  immediately.  Hie  efficacy  of  anti- 
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biotics  in  eliminating  shigellae  from  the  bowel 
is  debatable  even  when  clinical  improvement 
occurs.7  Certainly,  the  ultimate  prevention  of 
fecal-oral  spread  is  in  the  strict  observance  of 
scrupulous  personal  hygiene.  The  one  most 
reliable  method  is  enforcement  of  handwash- 
ing after  going  to  the  toilet,  before  eating,  and 
before  and  during  food  preparation.  This  ap- 
plies particularly  within  schools.  The  precau- 
tion of  ensuring  adequate,  sanitary  sewage  dis- 
posal, and  a safe  water  supply  is,  of  course,  a 
necessary  adjunct  to  personal  hygiene  meas- 
ures. 
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Relief  to  Asthma  Sufferers 


A new  aerosol  spray  medication  for  relief 
of  asthma  is  now  being  tested  in  the  United 
States  and  shows  great  promise  of  offering 
substantial  help  to  sufferers,  says  a report  in 
the  January  27  issue  of  the  Journal  of  the 
American  Medical  Association.  The  U.S. 
product  is  known  as  triamcinolone  acetonide. 

Triamcinolone  acetonide  will  not  be  a cure- 
all  for  asthmatic  patients  but  will  be  an  im- 
portant tool  in  coping  with  the  attacks.  Aero- 
solized steroids  are  a major  advance  for  the 
treatment  of  asthma,  says  M.  Henry  Williams, 


M.D.,  of  Albert  Einstein  College  of  Medicine, 
Bronx,  N.  Y.  More  knowledge  is  needed  as  to 
potential  hazards,  but  sufficient  experience  has 
accumulated  to  indicate  that  potential  tox- 
icity is  greatly  outweighed  by  proven  efficacy, 
relative  lack  of  side  effects,  and  the  known 
adverse  effects  of  corticosteroids  given  orally. 

“Every  effort  should  be  made  to  make  these 
agents  available  in  the  United  States.” 

A similar  product  already  has  been  in  use 
for  the  past  two  years  in  Britain,  and  has 
proved  safe  and  effective. 
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Successful  Treatment  of  Frigidity  Through  Hypnosis 


It  is  the  purpose  of  this  paper  to 
show  that  hypnoanalysis  can 
serve  as  a helpful  modality  in  the 
treatment  of  sexual  disorders 
such  as  frigidity.  The  physician 
must  be  aware  that  not  always 
will  the  patient  complain  of  her 
real  problem.  He  must  be  willing 
to  hear  what  his  patient  is  telling 
him  and  then,  with  the  aid  of 
hypnosis,  a relatively  rapid  cure 
may  be  brought  about  for  these 
frequently  neglected  complaints. 

FRIGIDITY  is  defined  by  Webster  as 
“marked  or  abnormal  sexual  indifference, 
especially  in  women”.  Stedman’s  Medical  Dic- 
tionary gives  the  definition  “sexual  coldness”. 
Unfortunately,  that  is  the  extent  of  the  edu- 
cation on  the  subject  of  sexual  problems  given 
to  many  students  during  four  years  in  medical 
school.  This  has  been  due  in  part  to  the  fact 
that  in  the  past  the  treatment  of  sexual  dis- 
orders has  generally  been  so  ineffective  that 
any  thought  of  teaching  this  subject  was 
shunned.  A few  medical  schools  are  now  be- 
ginning courses  on  the  therapy  of  sexual  prob- 
lems as  an  integral  part  of  the  curriculum. 

For  many  years  a method  of  treating  sexual 
disorders  such  as  impotency,  frigidity,  homo- 
sexuality, exhibitionism,  etc.,  has,  in  fact,  been 
available.  Hypnosis  used  as  a vehicle  for 
analysis  has  been  a most  rapid  and  successful 
means  for  treating  such  problems.  However, 
the  medical  profession  has  shied  away  from  this 
modality  probably  because  of  lack  of  educa- 
tion on  the  subject. 


WINFRED  O.  WARD,  M.D. 

Richmond,  Virginia 

A patient  with  a problem  relating  to  his 
sexuality  requires  sympathetic  understanding. 
In  order  to  be  helpful,  it  is  necessary  that  the 
doctor  be  willing  to  listen  to  the  patient. 
However,  more  vital  than  listening  to  him  is 
hearing  what  he  is  really  saying.  To  repeat  an 
often-made  statement,  “Listen  to  your  patient, 
he  will  tell  you  his  diagnosis.”  Nowhere  in 
medicine  is  this  more  true  than  in  the  treat- 
ment of  sexual  disorders. 

Patients  with  sexual  disorders  frequently 
present  with  a complaint  that  appears  to  be 
divorced  from  anything  sexual  or,  conversely, 
with  a sexual  complaint  which  does  not  orig- 
inate with  sex  at  all.  An  example  of  the  latter 
is  a thirty-four-year-old  man  who  presented 
with  the  complaint  that  he  had  never  had  an 
ejaculation  in  his  life  while  he  was  awake.  He 
had  been  married  for  eight  years,  and  came  to 
me  only  when  his  wife  was  becoming  insistent 
that  they  have  a baby.  His  real  problem  was 
that  he  had  an  immature  personality  and  a 
death  fear  associated  with  growing  older. 
Young  boys  do  not  ejaculate,  so,  subconscious- 
ly, if  he  ejaculated  this  would  mean  that  he 
had  grown  up.  To  him,  growing  up  would 
mean  growing  older  and  eventually  dying. 
The  key  to  therapy  here  was  to  get  this  man 
to  accept  maturity  on  a subconscious  level 
and  to  realize  that  immaturity  would  not  pre- 
vent his  inevitable  demise  in  any  case. 

Many  sexually  related  problems  have  an 
origin  deeply  suppressed  in  the  subconscious. 
Most  of  the  time  a patient  will  be  able  to  tell 
you  when  his  symptoms  started  or  when  they 
grew  worse.  However,  he  rarely,  if  ever,  can 
recall  on  a conscious  level  any  event  in  his 
life  that  may  have  been  the  original  basis  of 
the  problem.  If  the  physician  will  listen  care- 
fully to  the  semantics,  he  will  be  given  clues 
to  the  psychodynamics. 

In  hypnoanalysis  therapy  the  history  taken 
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on  a patient  is  not  the  usual  “Tell  me  about 
your  sex  life”  approach,  but  rather  it  consists 
of  having  him  tell  his  story  and  then  following 
up  with  a great  many  specific  questions.  At 
the  end  of  the  initial  consultation,  patients 
frequently  state,  “I’m  surprised  I told  you 
some  of  those  things,  but  nobody  ever  asked 
me  before.” 

In  this  paper  only  cases  dealing  with  frigidi- 
ty will  be  discussed.  It  will  become  obvious 
that  although  they  are  all  labeled  as  having 
frigidity,  actually  a variety  of  underlying 
causes  are  present.  In  fact,  the  cause  is  unique 
with  each  patient.  In  the  interest  of  brevi- 
ty, only  the  pertinent  points  of  the  analysis 
will  be  presented. 

Hypnoanalysis,  as  practiced  by  the  author, 
utilizes  hypnosis  primarily  as  a means  to  more 
rapidly  complete  the  analysis  of  the  patient’s 
problem  rather  than  for  the  purpose  of  simple 
direct,  positive  suggestion.  Careful  listening 
to  the  patient’s  verbatim  statement  of  his  prob- 
lem (realizing  that  he  is  relating  both  con- 
scious and  subconscious  thought  simultaneous- 
ly), and  an  awareness  of  the  fine  points  of 
verbal  communication  such  as  double  mean- 
ings, voice  inflections,  the  relatively  greater 
importance  of  the  words  that  follow  conjunc- 
tions, etc.  are  also  employed  in  this  method. 
In  addition,  a knowledge  of  body  language 
can  be  very  helpful  at  times.  Word-association 
tests  and  dream  analyses  (using  hypnosis  to  as- 
certain the  patient’s  interpretation  of  his 
dreams)  are  also  vitally  important  tools. 

Case  1:  “I  can’t  reach  an  orgasm— it’s  like 
working  up  a sweat  for  nothing.  It’s  like  my 
brain  is  not  connected  there  at  all.  My  hus- 
band is  having  an  affair.  I’m  resentful  when 
we  do  it— he’s  had  his  cake  and  ate  it  too.  I’ve 
had  two  other  men,  but  didn’t  feel  anything.” 

W hen  asked  about  her  father,  she  replied, 
“was  the  name  on  the  birth  certificate,  that’s 
all  that  I’ve  ever  seen.  I doubt  if  she  ever 
married  him.  I found  some  papers  but  she 
slapped  me  and  wouldn’t  let  me  read  them.” 

Word-association  testing  revealed  a great 
deal  of  guilt  surrounding  sex  and  also  the  fact 
that  she  did  not  want  to  accept  responsibilities. 


Denial  of  adulthood  and  her  child-like  be- 
havior were  brought  to  the  foreground  during 
analysis  of  her  first  dreams.  We  were  also 
shown  that  she  related  to  her  husband  as  a 
father  image. 

After  only  five  hours  of  therapy,  she  could 
begin  to  climax,  although  not  every  time  as 
she  seemed  to  expect.  In  subsequent  sessions 
we  found  through  age  regression  that  she  had 
been  caught  playing  “doctor-nurse”  at  age  five 
and  had  been  taking  temperatures  with  a comb. 
Her  mother  caught  her  and  her  cousin  and 
made  a great  issue  of  washing  the  “filth  from 
the  comb”  and  punishing  the  patient  very 
harshly.  She  engaged  in  masturbation  prior  to 
menarche  and  each  time  she  had  the  feeling 
that  her  mother  was  going  to  catch  her  and 
“would  kill  me”.  She  started  premarital  inter- 
course with  her  husband-to-be  at  age  sixteen, 
two  years  before  marriage,  and  stated  “I 
couldn’t  relax  and  get  any  sensation”.  Thus, 
she  was  in  effect  disconnecting  her  brain  in 
order  to  avoid  the  guilt  associated  with  sex  as 
she  had  stated  in  the  second  sentence  of  her 
history. 

The  negative  ideas  of  sex,  such  as  guilt, 
punishment,  and  “filth  on  the  comb”,  were 
replaced  with  suggestions  of  relaxation,  loving 
her  husband,  and  the  reconnection  of  her 
brain  to  her  body  without  fear  or  shame. 
Through  the  analysis  and  reinforcement  of 
positive  suggestions,  she  has  been  able  to  solve 
her  frigidity  problem,  thereby  gaining  greater 
harmony  in  marriage. 

Case  0193 : “I’m  frigid— it’s  marital— a little 
bit  of  everything  else.  My  husband  wants  it  all 
the  time  and  I don’t  want  it— I want  it  very 
seldom.  The  problem  began  after  our  baby 
was  born.  When  we  do  it  I have  to  be  above 
him— I don’t  know  why.  I keep  having  a 
dream  of  teenagers  in  a highway  accident. 
They  are  lying  all  over  the  highway.”  An- 
other dream  which  repeated  itself  was  of  her 
being  shot. 

She  had  had  intercourse  only  with  her  hus- 
band starting  about  six  months  before  mar- 
riage. In  response  to  the  question,  “W  hy  did 
you  get  married?”  she  replied,  “I  was  afraid 
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I was  going  to  get  pregnant.  I got  pregnant 
four  months  later  and  I thought  I wanted  it 
but  I didn’t  realize  all  the  responsibilities  that 
a baby  carries  with  it.” 

It  was  very  important  in  this  case  to  ascer- 
tain exactly  what  she  meant  by  the  word 
“frigid”.  Further  questioning  elicited  the  in- 
formation that  in  fact  she  was  not  frigid  at  all. 
She  climaxed  about  95  percent  of  the  time  and 
really  wanted  to  have  intercourse;  however, 
she  often  blocked  or  prevented  it,  stating  con- 
tradictorily, “At  times  I really  felt  frustrated.” 

Through  dream  interpretation  (the  dream 
being  brought  about  through  post-hypnotic 
suggestion)  we  see  an  immature  personality 
disorder  developing.  At  the  age  of  seven  her 
favorite  grandparent  died.  She  could  recall 
having  heard  at  the  funeral  that  he  had  died  of 
old  age,  and  so  she  connected  age  with  death. 
When  she  started  menstruation  she  was  terri- 
fied, as  she  had  been  told  nothing  concerning 
it.  Her  mother  gave  her  the  powerful  sug- 
gestion that  it  meant  she  was  getting  older 
and  getting  ready  for  the  responsibilities  of 
life.  Here  her  subconscious  put  age  and  re- 
sponsibility together.  After  the  birth  of  her 
baby,  her  husband  remarked  that  they  really 
had  responsibility  now.  This  was  when  her 
problem  jelled.  Babies  meant  responsibility 
which  in  turn  meant  age,  and  age  meant  death. 
Intercourse  was  the  means  of  having  a baby; 
therefore,  on  a non-rational  subconscious  level, 
intercourse  meant  death. 

Here  we  have  an  excellent  example  of  a pa- 
tient who  thought  she  had  a sex  problem.  She 
did  not— she  was  denying  adulthood.  After  the 
pieces  of  the  puzzle  were  put  together  and  she 
was  given  positive  suggestions  of  growing 
older  and  enjoying  life  as  it  comes  with  the 
years,  she  allowed  herself  a full  and  active 
sex  life. 

Case  0211:  A 34-year-old  white  female  pre- 
sented the  following  complaint:  “I  have  a sex- 
ual problem— I never  had  an  orgasm  until  I was 
30—1  found  out  I could  come  down  with  a 
vibrator— I went  to  a psychiatrist  but  he  said 
not  to  worry  about  not  having  an  orgasm,  a 
lot  of  women  don’t— After  going  to  him,  I 


used  to  fantasize  about  a lot  of  rape  scenes, 
sometimes  with  an  animal.”  When  asked  if 
she  was  religious,  she  replied,  “Uh,  that’s  a 
problem.  I sent  two  letters  to  my  church  say- 
ing I thought  they  were  hypocrites”.  She 
stated  that  she  had  sucked  her  thumb  up  to 
the  age  of  thirteen,  and  “I  have  the  uneven 
teeth  to  prove  it”.  There  were  several  other 
pertinent  points  relating  to  her  childhood.  She 
said  that  she  thought  her  childhood  had  been 
happy.  “I  think  I had  a problem,  but  I was 
pretty  happy”.  And  in  relation  to  her  father, 
she  said,  “He  gave  a lot  of  attention  to  me.” 

Early  sexual  history  was  limited  to  sex  play 
with  her  cousin  and  brother  at  age  nine,  which 
led  to  a severe  beating  of  her  cousin  by  her 
father.  She  followed  this  history  with  the 
sentence,  “I  wasn’t  beaten.”  First  sexual  ex- 
perience after  puberty  was  with  her  husband- 
to-be  three  months  before  marriage.  She  was 
married  at  nineteen. 

In  the  evaluation  of  this  patient  it  became 
apparent  immediately  that  she  had  a profound 
guilt.  She  liked  to  fantasize  rape  and  also  sexual 
familiarity  with  an  animal.  The  first  would 
take  the  entire  act  out  of  her  hands,  thereby 
removing  her  participation  and  thus  also  the 
guilt,  and  the  second  would  be  a degrading 
form  of  punishment. 

She  admitted  that  religion  was  a problem, 
not  because  the  church  was  full  of  hypocrites, 
but  because  it  was  the  source  of  her  guilt  due 
to  her  strict  religious  education.  When  she 
said  that  she  could  prove  she  was  a thumb- 
sucker  because  of  her  teeth,  she  is  exhibiting 
a need  to  profess  guilt.  The  patient  said  that 
she  had  a problem  in  childhood,  so  this  is 
where  we  must  begin  the  search.  She  was  so 
emphatic  about  the  attention  her  father  gave 
her  that  one  wonders  what  the  attention  was. 
Then  she  gave  the  symptom-producing  situa- 
tion in  the  scene  where  she  was  caught  in  sex- 
ual play  with  her  cousin.  The  cousin  was 
badly  beaten  by  her  father  but  she  wasn’t,  so 
she  retained  her  guilt. 

Through  dream  analyses  and  age  regressions, 
the  following  emerged:  At  the  age  of  five 
this  girl  had  been  made  responsible  for  her 
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grandfather’s  care  while  the  family  worked  in 
the  fields.  He  was  very  demanding  and  when 
she  rebelled  he  would  feign  that  he  was  dying, 
so  that  again  she  would  do  as  he  wished.  “Then 
one  day  they  brought  him  home  in  a box.” 
She  felt  it  was  her  fault  because  she  neglected 
his  care. 

At  about  age  six  she  started  having  inter- 
course and  performing  fellatio  with  her 
cousin.  Both  were  enjoying  this  until  they 
invited  her  little  brother  to  join.  Afterwards 
he  told  their  father  and  the  cousin  received  an 
unmerciful  beating,  “but,  I didn’t.” 

The  most  elusive  information  to  obtain  was 
that  pertaining  to  the  “attention”  her  father 
gave  her.  One  night  when  she  was  sixteen,  he 
came  to  her  bed  and  had  intercourse  with  her. 
This  was  so  bad  that  she  blocked  it  from  her 
conscious  mind.  A short  time  thereafter,  her 
father  died.  She  felt  responsible  for  his  death. 

While  at  college  she  wrote  a paper  about 
her  involvement  with  her  cousin  for  English 
class.  She  fictionalized  in  the  paper  that  this 
boy  had  been  killed  in  an  auto  accident  as  a 
punishment.  About  one  month  later  her 
cousin  actually  was  killed  in  an  auto  accident. 

The  three  men  with  whom  she  had  been 
closely  attached  had  died,  and  she  felt  respon- 
sibility for  these  deaths.  On  the  subconscious 
level,  if  she  allowed  herself  freedom  and  en- 
joyed sex  with  her  husband,  she  was  afraid 
that  he  would  die  also. 

After  the  patient  was  guided  into  seeing 
how  her  problem  had  evolved,  she  could  have 
orgasms  with  her  husband.  At  last  follow-up, 
nine  months  later,  she  was  doing  well.  On 
one  or  two  occasions  she  had  had  dreams  of 
her  father  coming  back  but  she  was  always 
able  to  eradicate  this  in  the  dream. 

Case  0178:  A white,  twenty-four-year-old 
female:  “I  don’t  know— kind  of  a bogged 
down  feeling— depressed  since  Christmas— feel 
tired— my  brother  lost  his  baby  a year  ago  and 
I dreamed  about  it  before  it  happened.  I can 
—I  can— I cause  myself  a lot  of  work  because 
I can’t  say  No.” 

When  questioned  about  frequency  of  sexual 
relations  she  replied,  “It’s  down  to  once  a 


week,  it  was  three  times  a week  ’til  a year 
ago.”  Her  next  sentence  was,  “I  go  to  church 
and  sing  in  the  choir  but  that  doesn’t  neces- 
sarily mean  you’re  religious.”  Then,  “I  just 
can’t  enjoy  sex  anymore.  I just  want  to  push 
him  away.”  First  sexual  experience  was  on 
her  honeymoon. 

Her  word-association  test  was  of  no  real 
value  except  to  verify  that  this  was  a guilt 
situation.  From  her  history  we  know  that  she 
was  blaming  herself  for  something,  probably 
the  death  of  her  brother’s  baby.  When  she 
stated,  “I  can— I can,”  she  is  saying  that  she 
caused  it  to  happen,  although  she  did  not  real- 
ize this  herself.  Obviously  she  is  trying  to 
atone  for  this  guilt  by  helping  others  and  by 
not  being  able  to  say  no  to  requests  for  her 
services. 

A marked  amount  of  resistance  was  met  in 
getting  this  patient  to  dream  about  her  prob- 
lem. Finally  she  had  a dream  of  a snake  en- 
tering a chicken  house  through  a hole  in  the 
wall.  The  snake  attacked  the  small  chickens 
but  then  the  chicken  turned  into  a rat  and  es- 
caped. Her  interpretation  of  this  under  hyp- 
nosis was  that  she  was  the  chicken  and  through 
her  involvement  with  the  snake  had  turned 
into  a no-good  rat.  She  then  spontaneously 
age  regressed  to  age  twelve  when  her  brother 
entered  her  bedroom  through  the  window  and 
got  in  bed  with  her.  He  inserted  his  penis 
into  her  vagina  and  she  stated,  “It  hurts  and 
then  begins  to  feel  good.”  She  immediately 
brought  herself  back  from  the  age  regression 
and  stated,  “That’s  where  I turned  into  a no- 
good rat,  when  it  felt  good.”  Through  her 
wrong-doing  her  brother  was  punished  by  the 
loss  of  his  baby.  She  did  not  want  any  more 
tragedies  to  occur,  so  she  pushed  her  hus- 
band away  when  he  wanted  to  have  inter- 
course, in  order  to  protect  him  from  harm. 

The  negative  suggestions  of  guilt  were  re- 
placed with  suggestions  of  love  and  self-es- 
teem. A year  later  her  husband  reports  she 
is  doing  fine.  She  is  pregnant  and  happily 
looking  forward  to  the  birth  of  her  baby. 

In  this  case  history  we  have  a young  woman 
carrying  such  a guilt  that  she  felt  compelled 
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to  put  on  a one-woman  crusade  of  good 
works.  In  her  viewpoint  all  elements  of  sex 
must  be  bad  since  she  had  caused  the  death  of 
a baby.  The  guilt  was  produced  because  she 
had  not  only  had  relations  with  her  brother, 
but  had  in  fact  enjoyed  it. 

Case  0253:  (Twenty- five-year-old  white 
female)  “Well,  I’ve— I’ll  strictly  classify  it  as 
sexual— I’ve  been  to  a lot  of  “gyn”  men  and 
through  a lot  of  major  surgery.  They  tell  me 
that  can  cause  such  discomfort  as  to  make  sex 
painful.  I’ve  been  through  four  engagements 
—well.  I’m  working  on  the  fourth.  Ever  since 
I had  the  Manchester  I can’t  stand  to  be  en- 
tered from  the  front.  I can  only  take  it  from 
the  back.”  When  asked  what  she  could  do  if 
she  was  well,  she  replied,  “Well,  I could  get 
married  for  one  thing.” 

Past  history  revealed  she  had  had  an  illegiti- 
mate baby  six  years  ago  and  put  the  child  up 
for  adoption.  She  said  that  she  was  not  proper- 
ly cared  for,  and  “I  was  pretty  well  torn-up. 
That’s  when  they  decided  to  do  the  Manches- 
ter. I bled  for  one  year.”  She  then  switched 
to,  “I’ve  had  croup  every  night  of  my  life — 
I can  remember  sleeping  in  an  oxygen  tent  all 
my  life.  In  1963  I was  raped  by  my  step- 
father and  I’ve  had  constant  problems  with 
my  stomach.  I’ve  always  associated  with  men 
—in  a way  I’m  always  trying  to  find  a father 
image  to  prove  myself  to.  In  high  school  I’d 
start  throwing  up  at  any  sign  of  affection  from 
a boy.  I’ve  never  been  close  to  death  except 
with  my  father.  I felt  I would  never  be  able 
to  prove  to  him  that  I was  a good  girl  and 
not  a bitch  and  whore  like  Mother  had  always 
said.” 

She  had  observed  her  brother  and  a cousin 
have  anal  intercourse;  they  were  caught  by 
her  aunt  and  she  was  the  only  one  punished 
by  her  mother.  At  age  five,  she  had  been 
molested  by  a friend  of  her  father’s.  Mother 
had  intervened  and  “saved”  her.  A man  had 
tried  to  molest  her  at  age  eleven.  She  was 
“raped”  at  age  nineteen  by  a man  other  than 
her  step-father.  She  told  her  parents  this  was 
how  she  had  become  pregnant,  although  she 
knew  it  was  by  her  boyfriend,  as  she  was  al- 


ready pregnant  before  the  “rape”.  Rape  was 
placed  in  quotation  marks  because  it  is  quite 
obvious  that  this  girl  was  inviting  these  situa- 
tions. 

Testing  showed  she  had  a great  deal  of  fear 
of  men,  and  also  had  feelings  of  marked  hos- 
tility and  hate  toward  them. 

After  several  dreams  were  collected,  inter- 
pretation and  analysis  was  begun.  There  was 
no  attempt  at  solving  her  problem  for  the  first 
four  sessions  as  she  had  had  eight  years  of 
psychotherapy  and  felt  she  knew  a lot  of  the 
dynamics  of  her  situation.  Anticipation  was 
allowed  to  build  up  for  those  four  weeks  in 
order  to  assure  a much  more  impromptu  re- 
sponse than  would  have  been  possible  initially. 

Her  dreams  verified  a great  fear  of  men  and 
through  age  regression  we  were  able  to  un- 
cover some  events  that  had  been  totally  sup- 
pressed in  her  subconscious.  At  age  five,  when 
she  was  being  protected  by  her  mother,  her 
father  entered  the  room  and  told  her  mother 
that  he  was  going  to  blow  her  head  off  with 
the  shotgun  if  she  didn’t  leave  his  friend  alone. 
She  immediately  felt  that  she  was  going  to  be 
the  cause  of  injury  to  her  mother. 

When  she  was  ten  years  old  her  father  came 
and  got  into  bed  with  her  and  took  her  clothes 
off.  He  attempted  to  penetrate  her  and  she 
became  frightened  and  pushed  him  off  the  bed. 
He  then  went  to  her  mother’s  room  and  she 
heard  strange  sounds.  She  went  to  the  door 
and  saw  Father  sitting  on  her  mother’s  chest 
forcing  her  into  fellatio.  She  thought  her 
mother  was  being  choked  and  would  die. 
Again  it  was  her  fault.  She  recognized  what 
had  happened  and  said,  “That’s  why  I can  only 
do  it  from  behind,  because  he  can’t  do  that 
to  me  from  behind.”  Her  mother  died  of  a 
stroke  just  after  her  rape  so  she  was  entirely 
convinced  that  she  had  killed  her  mother. 

Sex  had  produced  only  horror  for  this  girl 
and  to  her  it  became  an  instrument  with  which 
to  persecute  men.  She  was  castrating  her 
present  boyfriend  by  making  him  feel  guilty 
for  not  being  able  to  bring  her  sexual  fulfill- 
ment. 

She  felt  that  if  she  allowed  herself  to  enjoy 
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sex  she  would  probably  get  married,  her  hus- 
band would  want  children,  and  she  might  sus- 
tain another  trauma  requiring  more  major 
surgery.  The  surgeons  had  given  her  an  es- 
cape by  telling  her  that  her  surgery  could 
make  intercourse  painful. 

After  twenty  hours  of  therapy  with  this 
woman,  she  announced  that  she  was  getting 
married.  After  marriage  she  went  through  an- 
other difficult  time  when  she  felt  that  she  was 
smothering  under  her  husband  and  was  then 
unable  to  climax  for  three  to  four  weeks  until 
we  discovered  what  had  precipitated  this  re- 
turn of  symptoms.  The  smothering  sensation 
related  with  her  subconscious  memory  of  see- 
ing the  forced  fellatio  by  her  father.  She  has 
not  been  seen  in  the  past  six  months  and  is 
assumed  to  be  doing  well. 

Comment 

Hypnoanalysis  has  been  shown  to  be  a use- 
ful method  in  the  treatment  of  sexual  disorders, 
especially  frigidity.  It  is  important  that  the 
physician  learn  the  semantics  of  history-taking 
and  be  aware  that  the  patient  may  be  suffering 
from  a problem  other  than  that  of  which  he 
complains.  Certain  cases  of  frigidity  may  have 
conscious  or  subconscious  secondary  gains 
which  perpetuate  the  disorder.  These  must 
be  worked  through  also  to  side-step  resistance. 

The  pertinent  points  of  history  and  the  psy- 
chodynamics of  five  cases  are  presented.  The 
first,  a young  married  woman  who  could  not 
have  an  orgasm,  responded  after  underlying 
guilt  was  brought  out.  The  second  complained 


that  she  was  frigid  but  was  found  to  have  an 
underlying  immature  personality  disorder  with 
a death  fear.  The  third,  a thirty-four-year-old 
married  woman  complained  of  not  being  able 
to  climax  with  her  husband  in  intercourse. 
She  was  suffering  from  a guilt  syndrome  start- 
ing at  age  five  years.  The  fourth  stated  she 
was  always  depressed  and  “felt  bogged  down”. 
This  young  woman  was  also  a guilt-punish- 
ment problem.  She  was  punishing  herself  for 
adolescent  sex  with  her  brother.  The  fifth 
case  presented  is  that  of  a twenty-five-year-old 
unmarried  woman  who  wanted  to  correct  her 
sexual  problems  so  that  she  could  get  married. 
She  had  a definite  hate  for  men  and  also  a 
marked  fear.  Surgery  had  given  her  an  escape 
through  pain. 
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From  the  Department  of  Medicine,  University  of  Virginia  Medical  Center 


Amenorrhea 

Discussion  by: 

JOSEPH  H.  GASKIN,  M.D. 

Dr.  Daniel  Mohler:  Today,  Grand 
Rounds  will  focus  on  the  clinical  implications 
of  amenorrhea.  The  patient  will  be  presented 
by  Dr.  Norman  Walton.  Dr.  Joseph  Gaskin 
will  discuss  evaluation  of  patients  with  amen- 
orrhea. 

Dr.  Norman  Walton:  S.B.  is  a twenty 
year  old  female  college  student  who  was  re- 
ferred to  the  University  of  Virginia  Hospital 
for  evaluation  of  weight  loss  and  amenorrhea. 
Menarche  occurred  at  twelve  years  of  age,  with 
subsequent  development  of  normal  menstrual 
cycles.  In  June,  1973,  she  noted  a marked 
increase  in  the  interval  between  menses,  and 
several  months  later  became  aware  of  reduc- 
tion in  menstrual  flow.  In  August  1973,  she 
began  losing  weight  despite  an  adequate  die- 
tary intake,  and  subsequently  lost  seventy 
pounds  over  a ten  month  period. 

On  May  31,  1974,  she  was  admitted  to  an- 
other hospital  for  evaluation  of  syncope  and 
weight  loss.  Evaluation  at  that  time  demon- 
strated orthostatic  hypotension,  a hematocrit 
of  thirty-five  percent,  normal  leukocyte  count 
and  thyroid  function  tests  and  no  abnormali- 
ties on  upper  gastro-intestinal  series,  and  skull 
and  chest  roentgenograms.  Measurements  of 
urinary  17-hydroxycorticosteroids  and  17- 
ketosteroids  after  metyrapone  ingestion  or 
adrenocorticotropin  (ACTH)  administration 
revealed  incomplete  adrenal  response  to  stim- 
ulation. Urinary  collections  for  follicle-stim- 
ulating hormone  and  luteinizing  hormone 
demonstrated  elevation  of  luteinizing  hor- 


Edited  by: 

L.  DWIGHT  WOOSTER,  M.D. 
EDWARD  W.  HOOK,  M.D. 

mone.  The  patient  was  discharged  on  June 
12,  1974,  with  a diagnosis  of  Addison’s  disease, 
and  was  treated  with  prednisone  7.5  mg  orally 
per  day  and  9-fluorohydrocortisone  0.1  mg 
per  day.  On  this  therapy,  the  patient  experi- 
enced a reduction  in  syncopal  episodes  and 
resolution  of  orthostatic  hypotension.  How- 
ever, menses  ceased  completely  in  July  1974, 
and  despite  a large  and  balanced  dietary  in- 
take, she  continued  to  lose  weight.  She  was 
referred  to  the  University  of  Virginia  Hos- 
pital for  further  investigation  and  with  the 
referring  diagnoses  of  Addison’s  disease  and 
anorexia  nervosa. 

Physical  examination  revealed  a thin  female 
with  a blood  pressure  90/60  supine  and  86/55 
standing,  pulse  90  per  min,  temperature  37.6° 
C,  respirations  20  per  min,  weight  36.6  kilo- 
grams, and  height  162  centimeters.  Skin  ex- 
amination disclosed  a generalized  tan.  Ex- 
aminations of  the  head,  breasts,  heart,  lungs, 
abdomen  and  nervous  system  were  unremark- 
able. Pelvic  examination  revealed  normal  ex- 
ternal genitalia  with  normal  vagina  and  uterus. 
The  ovaries  were  palpable  and  were  normal 
sized. 

Laboratory  Data:  Urinalysis  revealed  trace 
albumin.  Hematocrit  was  thirty-five  percent, 
and  the  white  blood  cell  count  was  5,200  cells 
per  mm3  with  a normal  differential  count. 
Erythrocyte  sedimentation  rate  was  three  mm 
per  hour.  SMA  6 and  12  were  within  normal 
limits.  Electrocardiogram  and  chest  roent- 
genogram were  normal;  the  prothrombin  time 
was  normal.  Microscopic  examination  of  cer- 
vical mucus  demonstrated  a ferning  pattern. 

Hospital  Course:  The  patient  was  admitted 
with  the  diagnoses  of  secondary  amenorrhea 
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and  probable  Addison’s  disease.  Due  to  the 
patient’s  insistence  that  she  had  a large  dietary 
intake  and  diarrhea,  the  possibility  of  malab- 
sorption was  investigated,  with  upper  gastro- 
intestinal and  small  bowel  roentgenograms, 
serum  albumin  and  calcium,  and  d-xylose  ab- 
sorption; all  tests  were  normal.  The  probabil- 
ity of  Addison’s  disease  was  evaluated  by  a one 
hour  synthetic  ACTH  test,  which  was  nor- 
mal. Evaluation  of  the  pituitary  and  hypo- 
thalamic function  with  skull  roentgenograms, 
gonadotropin  levels,  brain  scan,  electroenceph- 
alogram was  also  normal. 

Dr.  Daniel  Mohler:  Has  the  quantity  of 
stool  fat  been  determined? 

Dr.  Walton:  Quantitation  of  stool  has  re- 
vealed no  abnormal  fecal  fat  excretion. 

Dr.  Mohler:  Have  you  determined  the 
etiology  of  the  anemia? 

Dr.  Walton:  Peripheral  blood  smears  re- 
'veal  normochromic,  normocytic  red  blood 
cells.  Serum  folic  acid,  B12,  serum  iron,  TIBC 
and  percent  saturation  are  within  normal  lim- 
its. The  anemia  is  probably  an  anemia  of 
chronic  disease.  A bone  marrow  aspiration 
has  not  been  performed. 

Dr.  Thomas  Hunter:  Is  the  patient  hyper- 
active or  hyperkinetic? 

Dr.  Walton:  No,  she  is  not. 

Dr.  Mohler:  If  there  are  no  further  ques- 
tions, Dr.  Joseph  Gaskin  will  interview  the 
patient. 

Dr.  Joseph  Gaskin:  There  are  several 
questions  that  I would  like  to  review  with  you. 
One  question  concerns  the  recent  irregulari- 
ties of  your  menstrual  cycle.  When  did  you 
begin  to  menstruate? 

Patient:  My  menstrual  flow  began  when 
I was  twelve  years  old  and  when  I was  four- 
teen years  old  the  cycles  became  regular. 
However,  when  I was  sixteen  years  old,  my 
menstrual  cycle  became  irregular. 

Dr.  Gaskin:  When  the  cycle  became  ir- 
regular, were  you  having  difficulty  in  con- 
trolling your  weight? 

Patient:  Yes,  I was  overweight,  and  during 
this  time  the  interval  between  my  menstrual 
cycles  began  to  increase.  Eventually,  the 
amount  of  menstrual  flow  decreased. 


Dr.  Gaskin:  Were  you  attempting  to  lose 
weight  at  that  time? 

Patient:  Yes. 

Dr.  Gaskin:  Were  you  trying  to  starve 
yourself? 

Patient:  No,  but  I was  on  water  and 
grapefruit  diets. 

Dr.  Gaskin:  Were  the  diets  successful? 

Patient:  No. 

Dr.  Gaskin:  When  did  you  begin  to  lose 
weight? 

Patient:  About  the  end  of  August,  1973, 
I started  to  lose  weight  even  though  I was 
not  on  any  type  of  diet. 

Dr.  Gaskin:  You  were  eating  what  you 
wanted,  but  continued  to  lose  weight? 

Patient:  Yes. 

Dr.  Gaskin:  Did  you  have  any  nausea, 
vomiting  or  diarrhea? 

Patient:  No. 

Dr.  Gaskin:  Were  you  having  any  emo- 
tional problems  in  school  or  at  home? 

Patient:  No. 

Dr.  Gaskin:  When  did  you  begin  to  have 
diarrhea? 

Patient:  During  the  summer  months,  I 
developed  loose  stools  and  had  diarrhea  twelve 
times  a day. 

Dr.  Gaskin:  Are  the  stools  fatty  or  foul 
smelling? 

Patient:  No. 

Dr.  Gaskin:  Is  there  any  blood  or  mucus 
in  the  stool? 

Patient:  No. 

Dr.  Gaskin:  Did  you  have  a good  appetite? 

Patient:  Yes.  I would  eat  as  much  food 
as  possible. 

Dr.  Mohler:  How  much  do  you  weigh 
now? 

Patient:  I weigh  eighty  pounds. 

Dr.  John  Owen:  I hope  you  will  excuse 
my  question  but  I was  admiring  your  beautiful 
engagement  ring  and  I wondered  how  long 
you  had  been  engaged? 

Patient:  I became  engaged  in  June. 

Dr.  Huber:  Do  you  take  laxatives? 

Patient:  No,  I have  not  used  laxatives  in 
several  years. 
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Dr.  Mohler:  Dr.  Gaskin  will  now  review 
the  diagnostic  evaluation  of  patients  present- 
ing with  amenorrhea. 

Discussion 

Dr.  Gaskin:  Amenorrhea,  or  failure  to 
menstruate,  may  present  as  failure  to  undergo 
menarche,  that  is,  the  patient  never  has  men- 
strual periods;  this  is  primary  amenorrhea. 
Amenorrhea  may  also  occur  as  a consequence 
of  cessation  of  normal  menstruation;  this  is 
secondary  amenorrhea.  Normal  physiologic 
mechanisms  which  are  responsible  for  second- 
ary amenorrhea  are  pregnancy,  the  post- 
partum period  and  premature  menopause.  The 
present  discussion  will  focus  on  causes  of  sec- 
ondary amenorrhea,  which  are  not  associated 
with  normal  physiologic  processes.  We  will 
also  review  (1)  the  normal  menstrual  cycle 
and  endocrine  control  of  menses,  (2)  the  tests 
which  are  helpful  in  evaluation  of  patients 
with  the  problem  of  amenorrhea,  and  (3)  the 
etiology  of  amenorrhea  in  the  patient  just 
presented. 

The  normal  menstrual  cycle  is  dependent 
upon  tissue  responses  to  complex  alterations  in 
hormone  secretion.  Anatomical  requirements 
for  ovulatory  menses  are  normal  vagina,  ute- 
rus, ovaries,  anterior  pituitary,  and  hypothala- 
mus. Hormonal  requirements  for  normal 
menses  involve  the  appropriate  and  adequate 
secretion  of  hormones  from  the  hypothalamus, 
anterior  pituitary  and  ovary.  The  hypothala- 
mic hormone  which  controls  the  normal  men- 
strual cycle  is  a decapeptide,  gonadotropin  re- 
leasing hormone  (GNRH).  This  hormone 
has  been  synthesized  and  has  also  been  called 
luteinizing-releasing  hormone  (LRH)  or  lu- 
teinizing hormone-releasing  factor  (LRF).1 
Although  some  investigators  have  partially 
purified  a preparation  which  may  be  a more 
potent  releasing  factor  of  follicle-stimulation 
hormone,  the  effect  of  GNRH  on  the  anterior 
pituitary  results  in  the  secretion  of  both  lu- 
teinizing hormone  (LH)  and  follicle-stimulat- 
ing hormone  (FSH).  These  hormones  then 
stimulate  the  ovary  to  secrete  either  estradiol, 
the  major  estrogen  secreted  by  the  ovary,  or 
during  the  midportion  of  the  menstrual  cycle, 


stimulate  ovarian  secretion  of  progesterone 
and  17-hydroxy  progesterone.  Each  state  of 
hormonal  secretion,  that  is,  hypothalamic  hor- 
mone stimulating  the  pituitary  and  pituitary 
hormones  stimulating  the  ovary,  have  mecha- 
nisms of  feedback  control. 

Figure  1 represents  the  pattern  of  hormonal 
secretion  by  the  pituitary  gland  and  ovaries 
during  a normal  menstrual  cycle.  In  the  fig- 
ure, the  day  of  ovulation  is  at  zero.  Plasma 
levels  of  luteinizing  hormone  begin  to  rise 
with  the  onset  of  menses  and  reach  maximum 


Fig.  1.  Plasma  Levels  of  Gonadotropins  and  Gonadal 
Steroids  During  the  Human  Menstrual  Cycle.  The 
cycle  is  centered  on  Day  0,  the  day  of  the  mid-cycle 
LH  peak.  (From  Speroff,  L„  and  Vande  Wiele,  R.  L.: 
Regulation  of  the  Human  Menstrual  Cycle.  Am.  J. 
Obstet.  Gynecol.  109:243-7,  1971). 

level  just  prior  to  ovulation.  This  phenomena 
is  called  the  pre-ovulatory  surge  of  luteinizing 
hormone.  After  ovulation,  plasma  LH  levels 
return  to  a basal  level,  and  remain  at  this  level 
until  the  next  menstrual  period.  Plasma  fol- 
licle-stimulation hormone  levels  increase 
slightly  before  menses  and  then  decline  during 
the  early  part  of  the  cycle.  FSH  also  achieves 
a maximum  level  prior  to  ovulation  and  after 
ovulation  returns  to  and  remains  at  a basal 
state  during  the  second  half  of  the  menstrual 
cycle.  The  plasma  level  of  estradiol  (E2)  in- 
creases slowly  during  the  early  portion  of  the 
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cycle  and  then  rapidly  rises  about  one  day  be- 
fore ovulation.  This  estradiol  peak  probably 
causes  the  luteinizing  hormone  surge  or  cer- 
tainly has  a major  part  in  producing  the  pre- 
ovulatory surge  of  LH.  Immediately  after 
ovulation,  plasma  E2  levels  decline  and  then 
rise  about  six  to  eight  days  after  ovulation. 
Progesterone  and  17-hydroxyprogesterone 
levels  are  low  early  in  the  cycle;  however, 
after  ovulation  has  occurred,  the  corpus  se- 
cretes progesterone  with  resultant  maximum 
plasma  progesterone  levels  occurring  four  to 
eight  days  after  ovulation.2 

Indications  of  adequate  estrogen  secretion, 
and  of  adequate  progesterone  secretion  are 
found  in  evaluation  of  tissue  effects  of  these 
hormones.  The  endocervical  glands  secrete 
mucus  in  response  to  estrogen;  as  estrogen 
levels  increase,  the  cervical  mucus  becomes 
more  voluminous  and  viscous.  Furthermore,  if 
estrogen  stimulated  mucus  is  plated  on  a slide, 
allowed  to  dry  and  examined  under  a micro- 
scope, it  forms  a pattern  which  looks  like  a 
fern  leaf.  Furthermore,  the  presence  of  corni- 
fied  epitheleal  cells  on  a vaginal  smear  indi- 
cates estrogen  secretion  has  occurred  and  sug- 
gests that  a portion  of  the  hormonal  cycle  is 
adequate.  Progesterone,  on  the  other  hand, 
has  effects  which  will  inhibit  cervical  mucus 
from  ferning.  Therefore,  if  ferning  of  cervical 
mucus  is  demonstrated  prior  to  ovulation  and 
re-examination  of  the  cervical  mucus  after  a 
few  days  demonstrates  disappearance  of  mucus 
ferning,  then  this  alteration  in  mucus  ferning 
suggests  either  estrogen  withdrawal  or  proges- 
terone secretion.  Progesterone  also  causes  ele- 
vation of  basal  body  temperature.  Tempera- 
ture elevation  of  either  a half  of  a degree  or  a 
degree  Fahrenheit  may  occur  during  ovulation 
and  is  a result  of  direct  progesterone  effect  on 
the  hypothalamus.  Furthermore,  microscopic 
examination  of  the  endometrium  obtained  by 
biopsy  will  demonstrate  proliferative  endome- 
trium in  response  to  estrogen  stimulation  and 
secretory  endometrium  in  response  to  proges- 
terone. 

The  etiologies  of  secondary  amenorrhea 
may  be  anatomically  categorized  into  ( 1 ) ute- 
rine, (2)  ovarian,  (3)  pituitary,  and  (4)  hy- 


pothalamic causes.  The  most  common  uterine 
cause  of  secondary  amenorrhea  is  endometritis, 
either  after  spontaneous  abortion  or  after  de- 
livery (Asherman’s  syndrome).3  These  pa- 
tients do  not  have  a hormonal  disorder  but 
have  adhesions  or  synechiae  in  the  uterus 
which  block  menstrual  flow.  Tuberculous  en- 
dometritis, which  may  result  in  amenorrhea, 
is  rarely  seen  in  this  country  but  occurs  with 
greater  frequency  in  other  parts  of  the  world. 
Although  pelvic  examination  may  not  confirm 
the  diagnosis  of  uterine  synechiae,  injection 
of  dye  into  the  uterus,  hysterosalpinogogra- 
phy,  will  usually  demonstrate  these  uterine  ad- 
hesions. 

Ovarian  disorders  may  be  responsible  for 
secondary  amenorrhea.  Rarely,  gonadal  dys- 
genesis (Turner’s  syndrome)  may  cause  sec- 
ondary amenorrhea.  Individuals  with  gonadal 
dysgenesis  or  variations  of  this  syndrome 
usually  have  primary  amenorrhea  but  a few 
women  may  menstruate  for  several  months  or 
a year  before  developing  amenorrhea.  An- 
other ovarian  cause  of  secondary  amenorrhea 
is  premature  menopause,  that  is,  menopause 
occurring  at  an  age  earlier  than  expected  (the 
mean  age  of  menopause  in  this  country  is  for- 
ty-eight years).  The  development  of  prema- 
ture menopause  is  felt  to  be  due  to  early  de- 
pletion in  the  supply  of  ova  in  developing 
ovarian  follicles,  and  may  occur  as  early  as 
adolescence.  Autoimmune  disorders  are  also 
rare  causes  of  secondary  amenorrhea.  Patients 
with  idiopathic  Addison’s  disease,  usually  sec- 
ondary to  adrenal  autoantibodies,  may  also 
have  ovarian  autoantibodies.  About  fifty  per- 
cent of  females  with  idiopathic  Addison’s  dis- 
ease and  with  amenorrhea  can  be  demonstrated 
to  have  ovarian  autoantibodies.  A more  com- 
mon ovarian  cause  of  secondary  amenorrhea 
is  polycystic  ovary  syndrome  which  includes 
amenorrhea,  obesity  and  hirsutism.  Polycystic 
ovaries  are  large,  cystic,  palpable  on  pelvic 
examination,  and  usually  secrete  excessive 
amounts  of  androgens,  which  cause  hirsutism. 
In  large  series  of  cases  with  polycystic  ovaries, 
only  sixty  percent  of  the  patients  have  hirsu- 
tism and  only  forty  percent  of  these  patients 
are  obese.  Therefore,  polycystic  ovary  disease 
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should  be  excluded  as  a cause  of  secondary 
amenorrhea  even  in  the  absence  of  hirsutism 
and  obesity. 

Evaluation  of  ovarian  function  includes  pel- 
vic examination  and  palpation  of  the  ovaries. 
Also,  examination  of  cervical  mucus  for  fern- 
ing  and  histologic  examination  of  the  vaginal 
smear  for  cornified  epithelial  cells  may  verify 
ovarian  estrogen  secretion.  Endometrial  bi- 
opsy will  rarely  be  necessary  to  determine 
whether  or  not  the  patient  is  secreting  proges- 
terone. Measurements  of  serum  and  urinary 
estrogen  and  progesterone  are  necessary,  and 
determination  of  serum  testosterone  may  be 
especially  helpful  in  patients  with  polycystic 
ovary  syndrome,  in  which  serum  testosterone 
is  usually  elevated.  Laparoscopy  may  fully  vis- 
ualize ovarian  anatomy  and  is  particularly  use- 
ful in  obese  individuals  with  the  polycystic 
ovaries  syndrome  when  ovaries  cannot  be  ade- 
quately palpated  on  physical  examination. 

Pituitary  disorders,  such  as  tumor,  granu- 
loma, or  pituitary  necrosis,  may  cause  second- 
ary amenorrhea.  Postpartum  necrosis  of  the 
anterior  pituitary  gland  (Sheehan’s  syndrome) 
may  follow  an  episode  of  shock  during  or  after 
delivery.4  The  episode  of  hypotension  may 
be  due  to  hemorrhagic,  septic,  or  cardiogenic 
shock;  the  hypotensive  episode  must  last  an 
hour  or  more  in  order  for  the  pituitary  to 
undergo  necrosis.  In  addition  to  the  develop- 
ment of  secondary  amenorrhea,  patients  with 
Sheehan’s  syndrome  develop  clinical  and  hor- 
monal evidence  of  panhypopituitarism.  The 
galactorrhea-amenorrhea  syndromes  include 
women  with  amenorrhea  and  with  inappro- 
priate lactation.  This  syndrome  complex  con- 
sists of  three  distinct  entities.  The  Forbes- Al- 
bright syndrome  is  associated  with  a pituitary 
tumor,  usually  a chromophobe  adenoma, 
whereas  the  Chiari-Frommel  syndrome  in- 
cludes women  who  develop  amenorrhea  and 
galactorrhea  after  pregnancy,  or  after  discon- 
tinuation of  estrogenic  contraceptives.5,6  The 
Argonz-del  Castillo  syndrome  includes  women 
with  amenorrhea  and  galactorrhea  without 
identifiable  causes,  such  as  pituitary  tumors  or 
the  post-partum  period.7 

Evaluation  of  pituitary  gland  function  in- 


cludes measurements  of  pituitary  hormones  in 
serum  and  in  twenty-four  hour  urine  collec- 
tions. Because  the  secretion  of  pituitary  hor- 
mones are  episodic  and  because  isolated  urine 
and  serum  measurements  of  these  hormones 
would  reveal  wide  variations  in  their  levels,  the 
twenty-four  hour  urine  determinations  of  LH 
and  FSH  are  more  accurate  indications  of  the 
total  twenty-four  hour  secretion  of  either  hor- 
mone. Other  tests,  which  are  used  to  deter- 
mine pituitary  involvement  in  secondary 
amenorrhea  are  (1)  measurement  of  serum 
growth  hormone  after  insulin  or  levo-dopa- 
mine  stimulation,  (2)  determination  of  serum 
thyroid-stimulating  hormone  (TSH),  and  (3) 
evaluation  of  adrenocorticotropin  (ACTH) 
reserve  with  metapyrone  or  insulin-induced 
hypoglycemia.  Additionally,  roentgenograms 
of  the  sella  turcica  and  visual  field  testing  may 
help  to  exclude  the  presence  of  pituitary  tu- 
mor, granuloma,  etc.  GNRH  stimulation  re- 
mains in  experimental  stages  but  may  be  help- 
ful in  the  future.  For  instance,  in  disorders 
involving  the  pituitary  gland,  administration 
of  GNRH  would  not  stimulate  the  release  of 
luteinizing  hormone  and  follicle-stimulating 
hormone  from  the  pituitary,  whereas  in  pa- 
tients with  hypothalmic  disorders,  gonado- 
tropin-releasing hormone  administration  would 
result  in  the  secretion  of  these  hormones. 

Hypothalamic  causes  of  secondary  amenor- 
rhea include  craniopharyngioma,  chronic  dis- 
eases, malnutrition,  anorexia  nervosa,  and  cer- 
tain medications.  Most  cases  of  craniopharyn- 
gioma occur  before  puberty  but  some  cases 
may  become  apparent  in  the  fourth  or  fifth 
decades.  Suprasellar  calcification  seen  on  the 
skull  roentgenogram  may  be  helpful  in  sug- 
gesting this  diagnosis,  but  the  absence  of  cal- 
cification does  not  exclude  this  possibility. 
Any  chronic  disease  which  is  associated  with 
weight  loss  may  cause  amenorrhea.  This  phe- 
nomena is  thought  to  be  secondary  to  hypo- 
thalmic mechanisms  which  are  not  understood. 
Other  factors  that  may  affect  hypothalamic 
function  include  cessation  of  oral  contracep- 
tive therapy.  About  one  to  two  percent  of 
women  who  stopped  taking  oral  contracep- 
tives may  have  amenorrhea  up  to  as  long  as  six 
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IMPORTANT  INFORMATION:  This  Is  a Sched- 
ule V substance  by  Federal  law ; diphenoxylate 
HCI  is  chemically  related  to  meperidine  In 
case  ol  overdosage  or  individual  hypersensitiv- 
ity, reactions  similar  to  those  alter  meperidine 
or  morphine  overdosage  may  occur:  treatment 
is  similar  to  that  lor  meperidine  or  morphine 
intoxication  (prolonged  and  careful  monitor- 
ing). Respiratory  depression  may  recur  in  spite 
ol  an  initial  response  to  Nalline <8  (nalorphine 
HCI)  or  may  be  evidenced  as  late  as  30  hours 
alter  ingestion.  LOMOTIL  IS  NOT  AN  INNOC- 
UOUS DRUG  AND  DOSAGE  RECOMMENDA- 
TIONS SHOULD  BE  STRICTLY  ADHERED  TO, 
ESPECIALLY  IN  CHILDREN  THIS  MEDICA- 
TION SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


Indications:  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 

Contraindications:  In  children  less  than  2 years,  due 
to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 

Warnings:  Use  with  caution  in  young  children,  be- 
cause of  variable  response,  and  with  extreme  cau- 
tion in  patients  with  cirrhosis  and  other  advanced 
hepatic  disease  or  abnormal  liver  function  tests, 
because  of  possible  hepatic  coma.  Diphenoxylate 
HCI  may  potentiate  the  action  of  barbiturates,  tran- 
quilizers and  alcohol.  In  theory,  the  concurrent  use 
with  monoamine  oxidase  inhibitors  could  precipitate 
hypertensive  crisis. 

Usage  in  pregnancy  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy. lactation  or  in  women  of  childbearing  age 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 
breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphenoxy- 
late HCI  is  theoretically  possible  at  high  dosage.  Do 
not  exceed  recommended  dosages  Administer  with 
caution  to  patients  receiving  addicting  drugs  or 
known  to  be  addiction  prone  or  having  a history  of 
drug  abuse  The  subtherapeutic  amount  of  atropine  is 
added  to  discourage  deliberate  overdosage;  strictly 
observe  contraindications,  warnings  and  precautions 
for  atropine:  use  with  caution  in  children  since  signs 
of  atropinism  may  occur  even  with  the  recommended 
dosage. 

Adverse  reactions:  Atropine  effects  include  dryness 
of  skin  and  mucous  membranes,  flushing  and  urinary 
retention.  Other  side  effects  with  Lomotil  include 
nausea,  sedation,  vomiting,  swelling  of  the  gums, 
abdominal  discomfort,  respiratory  depression,  numb- 
ness of  the  extremities,  headache,  dizziness,  depres- 
sion. malaise,  drowsiness,  coma,  lethargy,  anorexia, 
restlessness,  euphoria,  pruritus,  angioneurotic 
edema,  giant  urticaria  and  paralytic  ileus. 

Dosage  and  administration:  Lomotil  It  contraindi- 
cated in  children  lets  than  2 years  old.  Use  only 
Lomotil  liquid  for  children  2 to  12  years  old.  For 
ages  2 to  5 years.  4 ml.  (2  mg.)  t.i.d  ; 5 to  8 years.  4 
ml.  (2  mg  ) q.i.d  ; 8 to  12  years.  4 ml.  (2  mg.)  5 
times  daily:  adults,  two  tablets  (5  mg  ) t.i.d.  to  two 
tablets  (5  mg.)  q.i.d  or  two  regular  teaspoonfuls 
(10  ml.,  5 mg  ) q.i.d.  Maintenance  dosage  may  be  as 
low  as  one  fourth  of  the  initial  dosage  Make  down- 
ward dosage  adjustment  as  soon  as  initial  symptoms 
are  controlled 

Overdosage:  Keep  the  medication  out  of  the  reach 
of  children  since  accidental  overdosage  may  cause 
severe,  even  fatal,  respiratory  depression.  Signs  of 
overdosage  include  flushing,  lethargy  or  coma,  hy- 
potonic reflexes,  nystagmus,  pinpoint  pupils,  tachy- 
cardia and  respiratory  depression  which  may  occur 
12  to  30  hours  after  overdose  Evacuate  stomach  by 
lavage,  establish  a patent  airway  and.  when  neces- 
sary, assist  respiration  mechanically.  Use  a narcotic 
antagonist  in  severe  respiratory  depression.  Obser- 
vation should  extend  over  at  least  48  hours. 

Dosage  lorms:  Tablets,  2.5  mg.  of  diphenoxylate 
HCI  with  0 025  mg.  of  atropine  sulfate.  Liquid,  2.5 
mg  of  diphenoxylate  HCI  and  0 025  mg.  of  atropine 
sulfate  per  5 ml  A plastic  dropper  calibrated  in  in- 
crements of  Vi  ml.  (total  capacity.  2 ml.)  accom- 
panies each  2-oz  bottle  of  Lomotil  liquid. 
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When  diarrhea  has  his  number... 


Lomotil  puts  him  back  in  the  game. 


’hysicians  and  patients  both 
/ant  prompt  control  of  the 
ymptoms  of  diarrhea.  A rapid, 
ncontrolled  loss  of  fluids  and 
lectrolytes  can  cause  a medical 
risis,  particularly  in  children,  and 
i patients  who  are  seriously  ill, 
r in  people  who  are  badly 
ndernourished. 

Lomotil  usually  stops  diarrhea 
'romptly.  This  rapid  action  halts 
ie  emergency  aspect  of  diarrhea 


and  is  comforting  and  reassuring 
to  the  patient.  Electrolyte  and  fluid 
losses  can  be  corrected  while  the 
specific  cause  of  the  diarrhea  is 
being  determined.  If  an  infective 
agent  is  the  cause,  appropriate 
antibiotic  therapy  should  be  given 
along  with  Lomotil. 

Lomotil  has  few  side  effects, 
and  those  that  do  occur  are 
generally  mild. 


.omotil 

TABLETS/UQUID 


Each  tablet  and  each  5 ml.  of  liquid  contain: 


diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate  0.025  mg. 


isually  stops  diarrhea  promptly. 
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half-ounce 
prevention 


Use  it  to  prevent  a topical  infection.  Or  to  treat  one  that’s  already  started. 

In  either  case,  it’s  good  medicine.  Whether  for  lacerations, 
burns,  open  wounds,  IV  catheter  or  surgical  aftercare. 

Neosporin"  Ointment  provides  broad  antibacterial  coverage  against  common 
susceptible  pathogens.  And  since  it  contains  three  antibiotics  that  are 
rarely  used  systemically,  the  risk  of  sensitization  is  reduced. 
Neosporin  Ointment.  A half-ounce  of  prevention.  Also  available  in  a 
full  ounce  of  prevention  and  in  convenient  foil  packets. 

Neosporin  Ointment  carried  on  Apollo  and  Skylab  missions. 


Neosporin  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate  5,000  units;  zinc  bacitracin  400  units; 
neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base);  special  white  petrolatum  qs. 

In  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 


kV 


INDICATIONS:  Therapeutically,  used  as  an  adjunct  to  appropriate  systemic 
therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible  organ- 
isms, as  in:  • infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa 

• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • second- 
arily infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 

• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 
Prophylactically.  the  ointment  may  be  used  to  prevent  bacterial  contamination 

in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of 
infection  and  permit  wound  healing. 

CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or  external  ear  canal  if  the  eardrum 
is  perforated.  This  product  is  contraindicated  in  those  individuals  who  have 
shown  hypersensitivity  to  any  of  the  components. 

WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity 
due  to  neomycin,  care  should  be  exercised  when  using  this  product  in  treating 
extensive  burns,  trophic  ulceration  and  other  extensive  conditions  where 


absorption  of  neomycin  is  possible.  In  burns  where  more  than  20  percen ! the 
body  surface  is  affected,  especially  if  the  patient  has  impaired  renal  fun  i 
or  is  receiving  other  aminoglycoside  antibiotics  concurrently,  not  more  t 
one  application  a day  is  recommended. 

PRECAUTIONS;  As  with  other  antibacterial  preparations,  prolonged  use  tr 
result  in  overgrowth  of  nonsusceptible  organisms,  including  fungi.  Apprc  its 
measures  should  be  taken  if  this  occurs. 


ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon  cutaneous  sensitizer 
Articles  in  the  current  literature  indicate  an  increase  in  the  prevalence  c j rsW 
allergic  to  neomycin.  Ototoxicity  and  nephrotoxicity  have  been  reported 
(see  Warning  section).  J 
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Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  literature  or  PDR.  The 
ifollowing  is  a brief  summary. 

Indications:  Edema  associated  with  congestive 
;heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
Isyndrome:  steroid-induced  and  idiopathic 
edema:  edema  resistant  to  other  diuretic  ther- 
apy. Also,  mild  to  moderate  hypertension. 
Contraindications:  Pre-existing  elevated  serum 
tassium.  Hypersensitivity  to  either  com- 
nent.  Continued  use  in  progressive  renal  or 
epatic  dysfunction  or  developing  hyperkalemia . 
Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia 
jdevelops  or  dietary  potassium  intake  is  markedly 
mpaired.  Enteric-coated  potassium  salts  may 
pause  small  bowel  stenosis  with  or  without 
ulceration.  Hyperkalemia  ( >5.4  mEq/L)  has 
oeen  reported  in  4%  of  patients  under  60  years, 
n 12%  of  patients  over  60  years,  and  in  less 
han  8%  of  patients  overall.  Rarely,  cases  have 
oeen  associated  with  cardiac  irregularities, 
ccordingly.  check  serum  potassium  during 
herapy,  particularly  in  patients  with  suspected 
r confirmed  renal  insufficiency  (e.g.,  elderly  or 
diabetics).  If  hyperkalemia  develops,  substitute 
thiazide  alone.  If  spironolactone  is  used  con- 
omitantly  with  'Dyazide',  check  serum  potas- 
ium  frequently —both  can  cause  potassium  re- 
ention  and  sometimes  hyperkalemia.  Two 
deaths  have  been  reported  in  patients  on  such 
.ombined  therapy  (in  one.  recommended  dosage 
vas  exceeded:  in  the  other,  serum  electrolytes 
vere  not  properly  monitored).  Observe  patients 
>n  ‘Dyazide-  regularly  for  possible  blood  dys- 
rasias.  liver  damage  or  other  idiosyncratic 
eactions.  Blood  dyscrasias  have  been  reported 
n patients  receiving  Dvrenium  (triamterene. 
dK&F).  Rarely,  leukopenia,  thrombocytopenia, 
igranulocytosis.  and  aplastic  anemia  have  been 
eported  with  the  thiazides.  Watch  for  signs  of 
mpending  coma  in  acutely  ill  cirrhotics.  Thia- 
ides  are  reported  to  cross  the  placental  barrier 
ind  appear  in  breast  milk.  This  may  result  in 
etal  or  neonatal  hyperbilirubinemia,  thrombo- 
ytopenia.  altered  carbohydrate  metabolism 
ind  possibly  other  adverse  reactions  that  have 
iccurred  in  the  adult.  When  used  during 
pregnancy  or  in  women  who  might  bear 


wssible  hazards  to  fetus. 


hildren.  weigh  potential  benefits  against 


’recautions:  Do  periodic  serum  electrolyte  and 
JUN  determinations.  Do  periodic  hematologic 
tudies  in  cirrhotics  with  splenomegaly.  Anti- 
ivpertensive  effects  may  be  enhanced  in  post- 
ympathectomy  patients.  The  following  may 
>ccur:  hyperuricemia  and  gout,  reversible 
litrogen  retention,  decreasing  alkali  reserve 
vith  possible  metabolic  acidosis,  hyperglv- 
emia  and  glycosuria  (diabetic  insulin  require- 
ments may  be  altered),  digitalis  intoxication  (in 
ivpokalemia).  Use  cautiously  in  surgical  pa- 
ients.  Concomitant  use  with  antihypertensive 
gents  may  result  in  an  additive  hypotensive 
ffect. 


Adverse  Reactions:  Muscle  cramps,  weakness, 
lizziness.  headache,  dry’  mouth:  anaphylaxis: 
ash.  urticaria,  photosensitivity,  purpura,  other 
ermatological  conditions:  nausea  and  vomiting 
may  indicate  electrolyte  imbalance),  diarrhea, 
onstipation.  other  gastrointestinal  disturbances, 
tarely.  necrotizing  vasculitis,  paresthesias, 
rterus.  pancreatitis,  and  xanthopsia  have 
ccurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules:  in  Single 
I nit  Packages  of  100  (intended  for  institutional 
[se  only). 


iK&F  CO. 

Carolina,  P.R.  00630 
•ubsidiary  of 
;>mithKhne  Corporation 


KEEP  THE  HYPERTENSIVE 
PATIENT  ON  THERAPY 
KEEP  THERAPY  SIMPLE  WITH 


DYAZIDE 

Each  capsule  contains  50  mg.  of  Dvrenium'  (brand  of 
triamterene)  and  25  mg.  of  hydrochlorothiazide. 


Neither  inconvenient  potassium  supplements 
nor  special  K+  rich  diets  needed  as  a rule. 

Just  ‘Dyazide*  once  or  twice  daily  for  maintenance. 


Two  prime  reasons  patients  drop  out  of  hypertensive  therapy  are  ( 1 ) 
the  patient  failed  to  understand  directions,  and  (2)  the  regimen  was 
overly  complicated.  Dosage  is  simple  with  ‘Dyazide".  easily  understood, 
once  or  twice  daily,  depending  on  response.  There’s  no  need  to  com- 
plicate the  regimen  with  potassium  supplements  or  unw  ieldy 
potassium-rich  diets. 


TO  KEEP  BLOOD  PRESSURE  DOWN 
AND  KEEP  POTASSIUM  LEVELS  UP 


On  land,  sea,  and  in  the  air... 


Up  to  24  hours  of  effective  control  with 
a single  dose. ..in  nausea,  vomiting  and 
dizziness  associated  with  motion  sickness. 

Dosage:  25  to  50  mg.  1 hour  before  travel. 
Available  on  prescription  only. 

BRIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 
CONTRAINDICATIONS.  Administration  of  Antivert 
during  pregnancy  or  to  women  who  may  become  pregnant 
is  contraindicated  in  view  of  the  teratogenic  effect  of  the 
drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during 
the  12-15  day  of  gestation  has  produced  cleft  palate  in  the 
offspring.  Limited  studies  using  doses  of  over  100  mg./kg./ 
day  in  rabbits  and  10  mg./kg./day  in  pigs  and  monkeys  did 


not  show  cleft  palate.  Congeners  of  meclizine  have  ca1 
cleft  palate  in  species  other  than  the  rat. 

Meclizine  HC1  is  contraindicated  in  individuals 
have  shown  a previous  hypersensitivity  to  it. 
WARNINGS.  Since  drowsiness  may,  on  occasion,  o< 
with  use  of  this  drug,  patients  should  be  warned  of  this  y 
sibil ity  and  cautioned  against  driving  a car  or  operas 
dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety 
effectiveness  in  children  have  not  been  done;  therelr 
usage  is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  “Contraindications.” 
ADVERSE  REACTIONS.  Drowsiness,  gff* 

dry  mouth  and,  on  rare  occasions,  Kk/“Klva  W[ 
blurred  vision  have  been  reported. 


A division  of  Pfizer  Pharmace 
New  York,  New  York  10017 


Antivert/25  ChewableTablets 

(meclizine  HC1)  25  mg. 

for  motion  sickness 


or  seven  years  after  discontinuation.8  Tran- 
quilizers in  large  doses  and  androgen  secretion 
or  androgen  medication  also  influence  the  hy- 
pothalamus and  may  cause  amenorrhea. 

Hypothalamic  evaluation  may  include  skull 
roentgenograms,  visual  field  testing,  electro- 
encephalogram, brain  scan,  pneumoenceph- 
alogram, and  if  available,  gonadotropin  re- 
leasing hormone  stimulation.  If  hypothalamic 
processes  involve  the  supra-optic  and  para- 
ventricular nuclei  and  cause  diabetes  insipidus, 
then  serum  and  urine  osmolar  determinations 
may  be  helpful. 

An  interesting  point  that  may  be  applicable 
in  the  patient  presented  today  is  the  mechanism 
responsible  for  amenorrhea  associated  with 
anorexia  nervosa.  A recent  paper  by  R.  M. 
Boyar,  et  al.,  discusses  the  probable  relation- 
ship between  amenorrhea,  body  weight  and 
hypothalamic  dysfunction.9  In  this  study, 
measurements  of  luteinizing  hormone  in  the 
serum  were  done  at  twenty  minute  intervals 
throughout  a twenty-four  hour  period  which 
included  a portion  of  rapidly  alternating  eye 
movement  (REM)  sleep.  A normal  prepuber- 
tal female  pattern  of  serum  LH  secretion  va- 
ries slightly  during  this  period  and  fluctuates 
in  low  ranges.  In  early  puberty,  episodes  of  in- 
creased LH  secretion  occur  at  night,  particu- 
larly in  association  with  deep  sleep;  daytime  se- 
cretions of  LH  remain  at  prepubertal  levels. 
Later  in  puberty  and  prior  to  menarche  more 
marked  elevations  of  LH  secretion  occur  at 
night  and  also  occur  during  early  day-light 
hours  (Fig.  2).  In  contrast,  eight  of  nine  pa- 
tients with  anorexia  nervosa  and  secondary 
amenorrhea  demonstrated  a hormonal  pattern 
which  is  similar  to  prepubertal  females.  Meas- 
urements in  these  patients  revealed  low  levels 
of  LH  and  infrequent  elevations  at  night,  even 
when  associated  with  deep  sleep,  and  no  fluc- 
tuation of  LH  during  the  day.  Only  one  of  the 
nine  patients  demonstrated  maximum  elevations 
of  luteinizing  hormone  at  night  along  with  some 
degree  of  hormonal  fluctuation  during  the  day; 
nevertheless,  she  did  not  have  menses.  There- 
fore, in  anorexia  nervosa  the  luteinizing  hor- 
mone secretion  pattern  is  usually  similar  to 
that  of  prepubertal  women.  Figure  3 repre- 


sents a patient  with  anorexia  nervosa  who  had 
a mid-pubertal  pattern  with  modest  secretion 
of  luteinizing  hormone  during  the  day.  When 
anorexia  nervosa  improved,  she  gained  about 
ten  kilograms  and  began  to  demonstrate  a nor- 
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Fig.  2.  Plasma  LH  Concentration  Measured  Every  20 
Minutes  for  24  Hours  in  a Normal  Late  Pubertal  Girl. 
(Reprinted  with  permission  of  the  Editors  of  the  New 
England  Journal  of  Medicine  from  a paper  by  Boyar, 
1974). 

mal  late  pubertal  luteinizing  hormone  pattern. 
Later,  treatment  with  clomiphene  induced 
ovulation. 
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Fig.  3.  Plasma  LH  Concentration  Every  20  Minutes  for 
24  Hours  in  a Patient  with  Anorexia  Nervosa  and  Sec- 
ondary Amenorrhea  (Reprinted  with  permission  of 
the  Editors  of  the  New  England  Journal  of  Medicine 
from  a paper  by  Boyar,  1974). 


The  measurements  of  hypothalmic  hor- 
mones in  patients  with  anorexia  nervosa  sup- 
port the  concept  that  weight  is  indirectly  re- 
sponsible for  menstruation.  If  the  mean  age  of 
menarche  is  examined  over  previous  decades, 
it  can  be  shown  that  menarche  now  occurs  at 
an  earlier  age,  that  is,  twelve  years.  In  con- 
trast, the  mean  weight  of  menarche  has  re- 
mained constant.  Thus,  menarche  is  probably 
more  closely  related  to  attaining  a certain 
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weight,  approximately  forty-eight  kilograms 
than  to  reaching  a given  age.  If  body  weight 
is  inadequate  at  pubertv,  then  menses  may  not 
occur. 

The  patient  presented  today  offers  a com- 
plex, diagnostic  problem.  Pelvic  examination 
has  not  demonstrated  any  uterine  abnormali- 
ties; examination  of  cervical  mucus  and  va- 
ginal smear  reveal  adequate  estrogen  effect, 
suggesting  normal  ovarian  function;  evaluation 
of  luteinizing  and  follicle-stimulating  hormone 
secretions,  along  with  neurologic  evaluation, 
have  essentially  excluded  a disorder  of  pitui- 
tary function.  Therefore,  the  major  consid- 
eration in  this  patient  is  amenorrhea  secondary 
to  an  abnormal  hypothalamic  cycling  pattern. 
A chronic  disease  associated  with  malabsorp- 
tion could  be  responsible;  however,  studies 
to  date  have  revealed  normal  intestinal  absorp- 
tion and  normal  small  bowel  mucosal  pattern. 
Anorexia  nervosa  is  a strong  diagnostic  possi- 
bility, despite  her  claim  of  excessive  caloric 
intake  without  vomiting  or  laxative  abuse. 

Dr.  Mohler:  Thank  you.  Has  there  been 
a correlation  with  other  conditions,  other  than 
anorexia  nervosa,  of  weight  loss,  body  weight 
and  luteinizing  hormone  levels? 

Dr.  Gaskin:  Weight  and  luteinizing  hor- 
mone secretion  were  correlated  by  Boyar  and 
colleagues  in  two  boys  who  had  adrenogen- 
tial  syndrome  and  early  puberty.  The  authors 
felt  that  the  gonadotropin  pattern  in  these 
boys  supported  the  relationship  observed  be- 
tween total  body  weight  and  luteinizing  hor- 
mone secretion.  These  investigators  are  now 
focusing  on  the  LH  secretory  patterns  in  girls 
with  psychiatric  manifestations  of  anorexia 
nervosa  before  they  begin  to  lose  weight  and 
are  attempting  to  define  initiating  events  (i.e., 
weight  loss  versus  hypothalamic  dysfunction). 

Dr.  Ayers:  Although  intermittent  diar- 
rhea might  point  to  a malabsorptive  disorder, 
I think  anorexia  nervosa  is  the  primary  diag- 
nosis. This  case  brings  to  mind  a young  col- 
lege girl  who  was  admitted  here  several  years 
ago  with  severe  weight  loss  and  who  denied 
vomiting  and  claimed  to  eat  an  adequate  diet. 
We  could  not  find  any  reason  for  weight  loss 
so  we  assigned  a nurse  to  be  with  her  around 


the  clock.  After  about  two  or  three  days  we 
found  that  the  patient  induced  vomiting. 

Dr.  Gaskin:  We  have  considered  that  pos- 
sibility and  have  started  to  observe  her  eating 
habits  very  closely. 

Dr.  Carey:  If  this  patient  does  not  have 
anorexia  nervosa  then  we  have  a differential 
diagnoses  of  weight  loss  due  to  intestinal  mal- 
absorption of  nutrients  versus  weight  loss  due 
to  hypermetabolism.  Basal  metabolic  rate 
might  be  a useful  test  in  this  patient.  Certain 
causes  of  hypermetabolism  such  as  thyrotoxi- 
cosis, catecholamine  excess,  particularly  epi- 
nephrine and  hypothalamic  dysfunction,  can 
produce  hypermetabolic  states. 

Dr.  Gaskin:  Catecholamine  determinations 
have  not  been  done,  but  thyroid  function  tests 
were  normal. 

Dr.  Stephen  Rosenoff:  I would  like  to 
support  Dr.  Ayers’  opinion  of  the  possibility 
of  anorexia  nervosa.  Dr.  Owen’s  question 
about  the  engagement  ring  is  important  be- 
cause the  timing  of  the  engagement,  June 
1974,  and  the  development  of  amenorrhea 
within  the  next  month  certainly  suggests  a 
relationship  and  an  underlying  psychiatric  dis- 
turbance. I think  a psychiatric  interview 
would  be  rewarding. 

Dr.  Gaskin:  I agree  with  your  impression 
of  anorexia  nervosa.  The  patient  will  under- 
go psychiatric  evaluation. 
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New  Studies  in  Arthritis 


Continuing  studies  in  compatibility  of  hu- 
man tissues  that  have  played  an  important  role 
in  human  organ  transplants  now  offer  a prom- 
ising lead  to  new  methods  of  prevention  and 
treatment  of  arthritis,  says  an  editorial  in  the 
January  20  issue  of  the  Journal  of  the  Ameri- 
can Medical  Association. 

Physicians  learned  early  in  their  work  of 
seeking  to  transplant  kidneys,  hearts  and  other 
organs  from  one  person  to  another  that  it  was 
important  to  have  “a  good  tissue  match.”  That 
is,  the  transplanted  organ  must  have  certain 
characteristics  that  match  as  closely  as  possible 
the  body  makeup  of  the  recipient.  The  best 
“match”  found  to  insure  against  rejection  of 
the  organ  is  a transplant  between  identical 
twins,  with  mother  and  daughter  match  fol- 
lowing. 

A large  group  of  most  important  factors 
involved  in  the  tissue  match  are  known  as 
HL-A  antigens  (human  leukocytic  antigens). 
Studies  have  determined  that  predisposition  to 
certain  allergies  and  other  diseases  occurs  in 
families  with  typical  arrangement  of  HL-A 
antigens.  This  work  is  now  being  extended 


into  the  field  of  rheumatic  disease  and  arth- 
ritis. In  certain  types  of  arthritis  almost  all 
patients  have  the  presence  of  HL-A  27  anti- 
gen. 

It  is  possible  to  determine  the  pattern  of  the 
HL-A  antigens  early  in  life.  The  presence  of 
HL-A  27  will  indicate  a strong  possibility  that 
the  individual  will  develop  certain  types  of 
rheumatic  disease.  With  this  knowledge,  the 
physician  can  begin  extensive  treatment  with 
drugs  and  other  approaches  even  before  the 
symptoms  of  the  disease  appear.  Early  treat- 
ment can  reduce  crippling  and  perhaps  even 
prevent  the  disease  from  developing  to  any 
great  extent. 

The  editorial  is  by  Zenonas  Danilevicius, 
M.D.,  a senior  editor  of  JAMA. 

In  the  same  issue  is  a new  research  report 
from  Denver  reporting  additional  findings  that 
HL-A  27  antigen  has  been  found  to  have  a 
high  incidence  in  the  rheumatic  diseases  of 
ankylosing  spondylitis,  which  affects  the  spine, 
Reiter  syndrome,  and  other  forms.  The  re- 
port is  bv  David  M.  Mills,  M.D.,  Yosh  Arai; 
and  Ramesh  C.  Gupta,  M.D. 
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The  New  Involuntary  Admission  Statute-First  Three  Months'  Experience 


A new  involuntary  admission  statute  be- 
came effective  in  Virginia  September  1,  1974. 
There  are  many  changes  in  the  law.  The  most 
pertinent  are: 

(1)  The  detention  period  is  lowered  from 
72  to  48  hours. 

(2)  A preliminary  hearing  must  be  held  to 
determine  whether  the  detained  person 
is  willing  and  able  to  seek  voluntary 
admission. 

(3)  At  the  final  hearing,  the  justice,  before 
ordering  the  person  committed  to  a 
hospital,  must  specifically  find  that  he 
is  a danger  to  himself  or  others  as  a re- 
sult of  mental  illness,  has  recently 
threatened  or  attempted  to  take  his  own 
life,  or  is  too  mentally  ill  to  care  for 
himself.  The  Justice  must  also  show 
that  after  investigation  no  less  restric- 
tive alternatives  to  hospitalization  were 
found  suitable. 

(4)  Those  persons  found  subject  to  invol- 
untary commitment,  but  not  in  need 
of  hospitalization  for  purposes  of  treat- 
ment, may  be  ordered  by  the  court  to 
submit  to  outpatient  treatment,  day 
treatment  in  a hospital,  night  treatment 
in  a hospital,  referral  to  a community 
mental  health  clinic,  or  other  appro- 
priate treatment  modalities. 

The  Northern  Virginia  Mental  Health  In- 

Stage,  Thomas  B.,  M.D.,  Director . Northern 
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Health  Institute. 

Approved  for  publication  by  the  Commission- 
er, Department  of  Mental  Health  and  Mental 
Retardation. 
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stitute  is  a 120-bed,  open-door,  acute,  psychi- 
atric hospital  serving  Planning  District  8 (the 
northern  Virginia  counties  of  Arlington,  Fair- 
fax, Loudoun  and  Prince  William  and  the 
cities  of  Alexandria,  Fairfax  and  Falls  Church. 

Western  State  Hospital  also  serves  Planning 
District  8,  admitting  patients  who  are  not  ap- 
propriate for  an  open  treatment  setting,  need 
more  than  six  months  care,  have  primary  prob- 
lems of  drug  abuse  or  alcoholism  or  concur- 
rent medical  problems.  Last  fiscal  year, 
Northern  Virginia  Mental  Health  Institute 
admitted  952  patients  and  Western  State  ad- 
mitted 421  from  northern  Virginia. 

Since  Northern  Virginia  Mental  Health 
Institute  serves  approximately  one  million  peo- 
ple who  live  relatively  near  the  hospital,  far 
more  persons  are  detained  here  than  in  the 
other  State  hospitals.  In  the  past  two  years, 
despite  our  open  setting,  about  one-third  of 
our  patients  have  been  involuntary.  Involun- 
tary patients  come  to  us  after  a detention  peri- 
od in  our  own  facility,  as  a commitment  after 
being  detained  at  another  hospital,  or  as  a 
direct  commitment.  The  only  other  facility 
in  northern  Virginia  that  has  an  appreciable 
number  of  detentions  is  the  Psychiatric  Unit 
of  Alexandria  Hospital. 

Following  a detention  period  at  Northern 
Virginia  Mental  Health  Institute,  several 
courses  may  be  taken.  The  Court  may  commit 
the  person  involuntarily  to  Northern  Virginia 
Mental  Health  Institute,  Western  State  Hos- 
pital, or  a private  facility.  They  may  permit 
the  person  to  enter  a hospital  voluntarily  or 
he  may  be  released  altogether.  Under  the  new 
law,  they  may  refer  him,  involuntarily,  to  an 
outpatient  facility. 

Chart  1 shows  our  experience  with  detained 
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CHART  1. 


Persons  Detained 

at  the  Northern  Virginia  Mental  Health  Institute 

(August  1 - November  30,  1974) 

ADMISSIONS  TO 

N.V.M.H.I. 

TO  WESTERN 

40NTH 

TOTAL 

COURT  VOLUNTARY 

INVOLUNTARY 

STATE  HOSP. 

RELEASED 

\UGUST 

38 

5* 

15 

3 

15 

SEPTEMBER 

32 

6 

8 

3 

15 

OCTOBER 

40 

14 

9 

1 

16 

NOVEMBER 

36 

9 

14 

5 

8 

* 3 persons  signed  in  voluntarily  in  August  under  the  old  law  after  being 

released.  Two  others  were  admitted  at  the  end  of  the  month  and  the  new  law 
was  in  effect  by  the  time  of  hearing. 


CHART  2. 


DETENTIONS 

BY  JURISDICTION 

Fairfax 

Falls 

Prince 

Alexandria 

Arlington 

Fairfax 

Juvenile 

Church 

Loudoun 

William 

AUGUST 

0 

13 

22 

1 

2 

0 

0 

SEPTEfffiER 

0 

13 

16 

0 

2 

0 

1 

OCTOBER 

0 

6 

30 

1 

3 

0 

0 

NOVEMBER 

0 

11 

24 

0 

1 

0 

0 

TOTAL 

0 

43 

92 

2 

8 

0 

1 

persons  for  August,  1974,  which  was  rather 
typical  under  the  old  law,  and  for  the  first 
three  months  of  the  new  law.  The  experience 
after  the  new  law  showed  one  major  change; 
i.e.,  the  decrease  in  involuntary  admissions  to 
Northern  Virginia  Mental  Health  Institute 
and  the  consequent  increase  in  voluntary  ad- 
missions. Most  of  the  detained  persons  who 
accepted  voluntary  admission  did  not  leave 
prematurely  but  stayed  for  treatment.  Several 
persons  shown  in  the  released  column  were 
referred  involuntarily  to  outpatient  treatment 
facilities.  Prior  to  the  new  law,  many  persons 
who  were  released  were  encouraged  by  the 
courts  to  seek  further  treatment,  but  could 
not  be  required  to  do  so. 
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Chart  2 shows  the  source  of  our  detained 
persons. 

Chart  3 shows  direct  commitments  to 
Northern  Virginia  Mental  Health  Institute  of 
persons  who  had  not  been  detained  here.  Dur- 
ing this  same  period,  five  persons  were  ad- 
mitted as  court  voluntary  patients  without  a 
period  of  detention. 

The  major  problem  in  implementing  the 
law  appears  to  be  a logistical  one.  It  is  very 
difficult  for  the  court  to  gather  together  at- 
torneys, a physician,  relatives,  and  other  wit- 
nesses, as  well  as  the  court  personnel  on  short 
notice.  It  is  also  very  difficult  to  gather  a past 
history  and  accomplish  a brief  evaluation  of 
the  person  before  the  preliminary  hearing  so 
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that  the  judge  can  determine  whether  the  per- 
son can  be  released  for  voluntary  admission 
to  an  inpatient  or  outpatient  setting.  Most 
detention  patients  arrive  at  night,  weekends 
and  holidays  when  other  community  resources 
are  not  available.  Therefore,  it  is  doubly  diffi- 
cult to  get  a valid  history  and  impression  of 


a given  day.  When  we  get  a number  of  de- 
tentions with  consequent  visits  from  distraught 
relatives,  inquiries  from  the  courts  and  law- 
yers, and  management  problems  with  the  de- 
tainees, who  are  often  disturbed,  it  is  impos- 
sible to  keep  from  infringing  on  the  time  of 
the  treatment  staff.  Consequently,  the  treat- 


CHART  3. 


DIRECT  COMMITMENTS  (WITHOUT  PREVIOUS 

DETENTION)  BY  JURISDICTION 

Fairfax 

Falls 

Prince 

Alexandria 

Arlington 

Fairfax 

Juvenile 

Church 

Loudoun 

William 

AUGUST 

1 

1 

6 

0 

0 

0 

1 

SEPTEMBER 

1 

0 

0 

0 

0 

0 

1 

OCTOBER 

1 

3 

0 

0 

0 

0 

1 

NOVEMBER 

0 

0 

0 

0 

0 

1 

0 

TOTAL 

3 

A 

6 

0 

0 

1 

3 

the  person  in  the  short  time  available  prior  to 
the  hearing. 

Fortunately,  some  of  the  judges  in  our  area 
made  outstanding  efforts  to  prepare  for  the 
new  law.  Consequently,  it  has  worked  fairly 
well,  but  has  put  new  burdens  on  both  the 
courts  and  the  Northern  Virginia  Mental 
Health  Institute.  Our  primary  mission  is  to 
run  an  ongoing  treatment  program  for  our 
patients.  We  have  no  way  of  predicting 
whether  we  will  get  six  detentions  or  none  on 


ment  program  for  the  majority  of  our  pa- 
tients, most  of  whom  come  voluntarily,  is  im- 
pinged upon.  Nonetheless,  the  new  law  is 
accomplishing  several  of  its  goals:  decreasing 
involuntary  admissions;  increasing  voluntary 
admissions;  and  offering  outpatient  alternatives 
for  the  involuntary  patient. 

The  new  voluntary  admission  law  is  prov- 
ing successful  but  raising  additional  problems 
for  the  courts  and  hospital. 
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Medicare-Part  B.... 


CURTIS  J.  KELLY,  JD 


Medicare  B Payments  and 
Physicians'  Charges 

Since  July,  1974,  Part  B of  Medicare  has 
received  complaints  from  physicians  concern- 
ing the  level  of  program  payments.  In  recent 
months  complaints  have  increased  in  numbers. 
Inflation  has  exacerbated  the  problem.  Cer- 
tain factors,  when  blended  together,  have 
tended  to  produce  the  increasingly  obvious 
difference  between  charges  made  by  the  phy- 
sician and  charges  allowed  by  the  Part  B Car- 
rier. They  are: 

First,  by  federal  directive  Medicare  B is 
paying  claims  based  on  charges  made  by  phy- 
sicians during  calendar  year  1973.  As  vou  will 
recall,  during  1973  physicians’  charges  were 
subject  to  federal  directives  concerning  eco- 
nomic restraints;  a time  frame  when  physi- 
cians were  not  allowed  to  make  fee  increases 
as  they  may  have  deemed  them  necessary. 


Secondly,  the  economic  restraints  imposed 
on  the  medical  community  were  removed  in 
the  spring  of  1974  and  this  was  followed  by 
a general  fee  increase  on  the  part  of  many 
physicians. 

The  combination  of  these  factors  has  re- 
sulted in  the  gap  widening  between  charges 
made  by  the  physicians  and  charges  allowed 
by  Medicare.  We  recognize  that  this  is  the 
principal  cause  for  physicians’  complaints.  It 
should  be  noted,  however,  that  we  expect  to 
be  instructed  by  the  federal  agency  to  up-date 
our  present  level  of  payments  in  July  of  1975. 
At  that  time,  unless  methodology  is  changed 
by  federal  directive,  we  will  use  physicians’ 
charges  made  during  calendar  year  1974  as  the 
basis  for  the  determination  of  Medicare’s  rea- 
sonable charge  reimbursement. 


Your  Dog  May  Be  Dangerous  to  Your  Health 


The  family’s  pet  dog  may  be  dangerous  to 
your  health,  says  an  editorial  in  the  February 
3 issue  of  the  Journal  of  the  American  Medical 
Association. 

“Undoubtedly,  most  damage  (to  human 
health)  is  done  by  his  biting  a known  600,000 
people  a year,  with  minor  bites  perhaps  trip- 
ling that  figure. 

“Undoubtedly,  too,  the  dog’s  feral  habit  of 
being  willing  to  bite  almost  any  animal  (and 
being  bitten  in  return)  has  led  to  his  having 
been  the  chief  transmitter  of  rabies  to  man, 


albeit  he  has  now  lost  this  distinction  (in  the 
United  States,  at  least)  to  the  skunk.” 

Two  parasitic  infestations  of  dogs  are  trans- 
missible to  man,  the  dog  tapeworm,  and  the 
do£  roundworm. 

Dogs  also  transmit  a serious  infection  to  hu- 
mans, leptospirosis,  which  can  result  in  menin- 
gitis, hepatitis  or  kidney  disease. 

“Thus,  the  dog  as  ‘man’s  best  friend’  is  not 
always  a truthful  aphorism,  and  the  concept 
that  man  is  dog’s  best  friend  might  be  better.” 

The  editorial  is  by  JAMA  Senior  Editor 
George  L.  Fite,  M.D. 
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Philanthropic  Concerns. 

With  the  beginning  of  the  new  year  ap- 
peals have  again  gone  out  to  local  auxiliaries 
urging  support  of  the  two  philanthropic  proj- 
ects of  W.  A.-M.  S.  V.:  Sheltering  Arms 
Hospital  and  Crippled  Children’s  Hospital. 

The  following  is  quoted  from  the  recent 
letter  sent  by  Mrs.  Frank  N.  Buck,  Jr.,  Philan- 
thropic Chairman: 

“Both  hospitals  serve  the  entire  State  of  Vir- 
ginia, both  offer  excellent  medical  attention 
and  loving  nursing  care  without  cost  to  any- 
one who  needs  help. 

“Crippled  Children’s  is  an  88  bed  hospital, 
but  serves  a much  larger  number  of  handi- 
capped children  in  its  outpatient  clinic.  The 
average  stay  for  a child  is  two  weeks,  with 
only  a few  children  with  unusually  severe 
handicaps  requiring  more  prolonged  hospital 
care. 

“Sheltering  Arms  has  53  beds  available  for 
adults,  plus  pediatric  care,  intensive  care  and 
coronary  care  for  those  who  ordinarily  attend 
to  their  own  expenses  but  have  come  upon 
hard  times  because  of  acute  illness. 

“Both  hospitals  are  largely  dependent  for 
their  funding  upon  the  good  will  of  the  people 
of  Virginia  and  they  merit  the  love  and  sup- 
port of  our  medical  auxiliaries. 

“Last  year  there  was  an  embarrassingly 
small  amount  given.  May  the  State  Auxiliary 
count  on  you  and  your  group  to  support  these 


two  hospitals?  Please  send  your  contribution 
to  the  State  Treasurer,  Mrs.  Charles  G.  Smith, 
1421  Laburnum  Street,  McLean,  Virginia 
22101,  no  later  than  July  1,  1975.” 

Both  Crippled  Children’s  Hospital  and  Shel- 
tering Arms  Hospital  exemplify  the  finest  type 
of  human  endeavor.  It  is  possible  that  the  lack 
of  support  for  these  worthy  projects  is  due 
to  lack  of  knowledge. 

Crippled  Children’s  Hospital  was  built  in 
the  year  1927  through  a bequest  of  Mrs.  Sally 
Dooley.  It  was  the  culmination  of  a dream  of 
Dr.  William  Tate  Graham  who  had  estab- 
lished an  informal  facility  to  take  care  of  chil- 
dren crippled  by  a polio  epidemic  in  the  year 
1919.  It  has  been  in  continuous  operation 
since  that  time.  The  defects  treated  in  the 
hospital  have  been  those  caused  either  by  con- 
genital defects  or  the  physical  trauma  of  acci- 
dent or  disease.  Services  are  given  without  cost 
to  any  child  who  needs  help. 

Crippled  Children’s  Hospital  operates,  in 
addition  to  the  regular  hospital,  the  following 
outpatient  clinics:  Audiology,  Cerebral  Palsy 
Clinic,  Defective  Hearing  Clinic,  Dental  Res- 
toration, Eye  Clinic,  Facial  Deformity  Clinic, 
Foot  Clinic,  General  Orthopedic  Clinic,  Gen- 
eral Plastic  Clinic,  Hemophilia  Clinic,  Hip 
Clinic,  Juvenile  Amputee  Clinic,  Juvenile 
Rheumatoid  Arthritis  Clinic,  Occupational 
Therapy,  Ophthalmology,  Otology,  Ortho- 
pedic Clinic,  Pediatric  Clinic,  Physical  Ther- 
apy, Plastic  Surgery,  Preventive  Dentistry, 
Recreational  Therapy,  Scoliosis  Clinic,  Speech 
Therapy,  Spina  Bifida  Clinic  and  Upper  Ex- 
tremity Clinic. 

Sheltering  Arms  Hospital  was  founded  in 
1889  by  Rebekah  Dulaney  Peterkin,  the 


pital  is  unique  in  Virginia  and  is  the  only 
known  one  of  its  kind  in  the  nation.  No  pa- 
tient discharged  from  Sheltering  Arms  has 
ever  received  a bill  because  there  is  no  charge 
for  its  services. 
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A charming  history  of  Sheltering  Arms,  “A 
Hospital  With  a Heart”,  is  available  in  bro- 
chure form.  There  is  also  a slide  show  that 
depicts  the  fascinating  Sheltering  Arms  story 
in  fifteen  to  twenty  minutes.  Airs.  Randolph 
W.  Gunn,  Jr.,  chairman  of  the  hospital’s  pub- 
lic relations  department,  invites  Auxiliary 
members  to  come  to  the  hospital  for  a show- 
ing, at  their  convenience,  and  adds,  “We  could 
even  bring  it  to  one  of  your  meetings  at  a 


reasonable  distance  from  Richmond  if  you 
are  interested.”  Current  program  chairmen  for 
local  auxiliaries  may  find  this  an  inspiration  to 
pass  on  to  next  year’s  chairmen  if  their  own 
program  plans  are  already  set. 

Jean  Cook 

(Mrs.  Wm.  A.,  Jr.) 

Publicity  Chairman 


Conference  on  Sunlight  and  Health 


The  role  of  sunlight  in  health  and  disease 
will  be  the  focus  of  a scientific  conference  of 
the  American  Medical  Association  October 
20-21,  1975,  in  New  York  City.  The  confer- 
ence will  be  held  in  conjunction  with  the  De- 
partment of  Dermatology  of  the  College  of 
Physicians  and  Surgeons  at  Columbia  Univer- 
sity. 

Actually,  most  medical  experts  are  con- 
vinced that  the  benefits  of  the  sun’s  rays  on  the 
human  body  are  mostly  psychological  and  are 
heavily  outweighed  by  the  dangers.  Too  much 
sun  can  cause  sunburn,  rapidly  aging  skin  and 
sometimes,  skin  cancer. 

The  conference  will  include  a session  at  the 
photo  workshop  at  Columbia  University,  with 
demonstrations  of  use  of  a light  box  in  photo- 
therapy, phototesting  procedures  and  other 


aspects  of  application  of  photo  techniques  to 
medicine. 

Speakers  for  the  conference  will  include 
specialists  from  New  York  University  School 
of  Medicine,  the  College  of  Physicians  and 
Surgeons,  University  of  California  School  of 
Medicine,  Harvard  Medical  School,  Rocke- 
feller University  Hospital,  University  of 
Pennsylvania  Hospital,  Baylor  College  of 
Medicine  at  Houston,  Northwestern  Univer- 
sity Medical  School,  Food  and  Drug  Admin- 
istration, University  of  Colorado  Medical 
School,  Temple  University,  and  from  indus- 
try. 

Further  information  is  available  through  the 
Department  of  Drugs,  American  Medical  As- 
sociation, 535  N.  Dearborn  St.,  Chicago,  111. 
60610. 
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Editorial  . . 


The  Sjogren  Enigma 


"Fearfully  and  Wonderfully" 

DAVID  was  right  when,  in  the  14th  verse  of  the  139th  Psalm,  he  expressed 
the  view  that  he  was  “fearfully  and  wonderfully  made”.  He  might, 
quite  cogently,  at  the  same  time,  have  observed  that  he  was  endowed  with 
the  potentiality  of  a multitude  of  disorders— some  fairly  simple,  but  some  of 
an  exceedingly  complex  and  baffling  character. 

When  it  is  considered  that  a 150  pound  human  being,  if  reduced  to  a 
powder,  consists  of  about  60^  worth  of  carbon  and  inorganic  chemicals  the 
many  and  varied  ailments  to  which  he  or  she  may  fall  heir  becomes  all  the 
more  astounding. 

So  predicated,  I come  to  comment  upon  Sjogren’s  Syndrome  or  Disease— 
and  to  report  a case. 

To  consider  the  caption:  “The  Sjogren’s  Enigma”  as  multifaceted  would 
appear  to  be  a natural  reaction.  First,  regard  may  be  taken  of  the  correct 
English  pronunciation  of  the  name:  “Sjbgren”.  Dorland’s  Medical  Diction- 
ary shows  it  as  “Syegren”.  Secondly,  is  the  disorder  more  properly  classed 
as  a syndrome  or  as  a disease?  This  facet,  to  all  intents  and  purposes,  I think, 
may  be  written  off  as  little  more  than  a matter  of  semantics. 

Tage  Sjogren,  a Swedish  physician  (1859-1939),  described  a syndrome 
bearing  his  name  that  consisted  of  the  following  departures  from  normal: 
Marked  dryness  of  all  mucous  membranes,  resulting  from  deficient  secretion 
of  the  glands,  particularly  the  lachrimal  and  salivary  glands,  those  of  the  up- 
per respiratory  tract,  the  sweat  glands  and  the  glands  of  the  stomach. 

In  1933,  Henrich  Sjogren,  a Stockholm  ophthalmologist  (not  a son  of  Tage 
—but  of  Conrad  Sjogren— born  in  1899,  and  still  alive),  in  a classic  mono- 
graph, reported  a disease  in  which  the  symptom  complex  previously  noted 
by  Tage  Sjogren  was  present,  but  additional  manifestations  were  included. 
As  defined  by  Henrick  Sjogren,  the  disorder  is  characterized  by  a so-called 
diagnostic  triad,  including  xerostomia  (dry  mouth),  keratoconjunctivitis  sicca 
(dry  eyes)  and  a connective  tissue  disease  which  may  appear  in  the  form  of 
rheumatoid  arthritis,  a dermatomyositis,  lupus  erythematosis,  scleroderma, 
polyarteritis  nodosa  or  a myopathy  suggestive  of,  but  not  proven  to  be  iden- 
tical with,  myasthenia  gravis.  In  addition  to  his  major  diagnostic  triad,  Hen- 
rick Sjogren  cited  keratitis  filamentosa  and  atrophic  rhinitis  sicca  as  additional 
clinical  signs,  along  with  subjective  symptoms  of  pharyngitis  and  laryngitis, 
as  common  accompaniments  of  the  disease  designated  by  his  name. 

For  a time  Sjogren’s  syndrome  wras  believed  by  some  clinicians  and  re- 
searchers to  be  an  equivalent  with  Mikulicz’s  Disease.  However,  inasmuch 
as  rheumatoid  arthritis,  the  connective  tissue  disorder  present  in  about  50% 
of  Sjdgren’s  sufferers  is  not  included  as  a diagnostic  criterion  of  Mickulicz’s 
Disease,  this  view  has  been  practically  abandoned. 

In  recent  years  considerable  comment  relative  to  this  bizarre  affliction  de- 
fined by  the  Doctors  Sjogren  has  appeared  in  medical  literature.  In  1971  an 
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article  titled  “Sjogren’s  Syndrome— newer  aspects  of  Research,  Diagnosis  and 
Therapy’’  by  four  physicians  on  the  staff  of  the  U.S.  National  Institutes  of 
Health,  appeared  in  Annals  of  Internal  Medicine  (pages  937-950).  In  the 
22/December/1972  issue  of  the  British  Medical  Journal,  an  article  by  a Lon- 
don Physician  and  a Glasgow  Pathologist  appeared  under  the  caption,  “Sjo- 
gren’s Syndrome’’.  The  most  comprehensive  article  on  Sjogren’s  Syndrome, 
reviewed  by  this  commentator,  appeared  in  the  Quarterly  Journal  of  Medi- 
cine, New  Series,  XLII,  No.  167,  pp  513-48,  July  1973,  by  five  physicians 
associated  with  a Rheumatic  Disease  Center,  and  a University  Department  of 
Pathology  in  Glasgow,  Scotland. 

From  the  foregoing  literature,  a differentiation  between  what  is  more  con- 
ventionally referred  to  as  Sjogren’s  Syndrome  and  Sjogren’s  Disease  is  not 
recognizable.  The  terms  seem  virtually  synonymous  or  interchangeable. 

In  the  third— and  by  all  odds  the  most  significant  facet  of  the  Sjogren  enig- 
ma—the  question  of  modus  operandi  is  posed.  To  state  that  it  is  a collagen 
disorder,  and  is  considered  to  be  the  ultimate  in  the  entire  field  of  autoimmune 
disease,  may  be  saying  a lot,  but  little  toward  clarifying  the  issue  is  accom- 
plished. The  most  modern  medical  dictionary’s  definition  of  autoimmune  is: 
“Directed  against  the  body’s  own  tissue.”  For  my  purpose,  it  will  have  to 
suffice  for  me  to  say  that  an  immune  process  occurs  when  antigen  produces 
antibody  in  an  appropriate  stratum.  Antigens  may  be  exogenous  or  may  be 
produced  within  the  body,  i.  e.  endogenous  (auto-antigens).  Thus  is  defin- 
itively bolstered  David’s  “fearfully  and  wonderfully  made”  postulation.  Sjo- 
gren’s Syndrome  is  an  autoimmune  complex.  Why  normal  gammaglobulin 
is  altered  to  become  antigenic  in  the  body— why  a malfunction  of  the  immune 
system  that  causes  one  to  manufacture  antibodies  against  his  or  her  own  cells 
is  not  known,  but  by  your  leave  Mr.  Cronkite,  “that  is  the  way  it  is”.  And 
so,  the  enigma  is  substantiated. 

I am  neither  qualified  nor  inclined  to  enter  further  into  the  melange  of 
physiopathologic  intricacies  extensively  discussed  in  the  three  fairly  recently 
published  articles  cited  by  me.  I am,  instead,  disposed  forthrightly  to  report 
upon  the  only  holder  of  a “Royal  Straight  Flush”  of  Sjogren’s  Syndrome  or 
Disease  knowingly  encountered  by  me  during  a period  of  55  years  (the  lapse 
of  time  since  I entered  Medical  School).  I had  occasionally  seen  an  individual 
plagued  with  xerostomia  and  a lack  of  tears,  but  never  one  who,  in  addition 
to  the  major  diagnostic  triad,  presented  all  of  the  associated  disorders  reported 
by  Henrick  Sjogren. 

Report-  of  Case 

7 /August/ 1894—  17/May/1974 

The  widow  of  a Naval  aviator,  and  a resident  of  Carl  Vinson  Hall,*  who 
had  nearly  attained  an  age  of  80  at  the  time  of  her  death  on  17  May  1974, 

*Carl  Vinson  Hall  is  a retirement  residence  created  bv  the  Navy-Marine  Corps- 
Coast  Guard  Residence  Foundation,  in  the  McLean  environs  of  Fairfax  County, 
Virginia;  named  in  honor  of  former  U.  S.  Congressman,  Carl  Vinson,  of  Georgia,— 
for  one-half  century  member  of  the  House  Armed  Services  Committee,  for  much 
of  that  period,  Committee  Chairman,  and  a great  friend  of  the  Navy.  The  pro- 
vision of  a home  for  widows  of  Navy,  Marine  Corps  and  Coast  Guard  officers  is 
its  primary  purpose. 
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first  noticed  defective  vision  and  diminution  of  tears  approximately  35  years 
ago.  In  short  order  xerostomia  followed,  and  both  conditions  steadily  and 
rather  rapidly  increased  in  their  degree  of  severity.  An  extreme  order  of 
keratoconjunctivitis  and  glaucoma  developed  in  her  right  eye  from  which 
sight  had,  for  years,  been  completely  lost.  Sight  in  her  left  eye  was  so  mark- 
edly impaired  as  to  render  reading  ordinary  print— even  with  the  aid  of  a 
hand-held  magnifying  glass— almost  impossible.  Not  long  after  the  onset  of 
her  ophthalmic  disorders,  a more  or  less  generalized  myopathy  became  evi- 
dent, and  slowly,  but  progressively  worsened.  The  literature  relevant  to 
Sjogren’s  Syndrome  credits  Fox  with  having,  in  1966,  attested  to  the  prone- 
ness of  a late  life  myopathy,  in  lieu  of  rheumatoid  arthritis,  as  a third  prop 
of  Sjogren’s  diagnostic  triad. 

Because  of  a lack  of  saliva,  rendering  swallowing  extremely  difficult,  this 
courageous  lady  had,  for  many  years,  subsisted  on  liquids,  Jello  and  baby 
foods.  Swallowing  was  further  complicated  by  the  presence  of  an  esophageal 
hernia.  Additionally,  but  not  thought  to  have  been  an  integral  part  of  her 
major  syndrome  was  the  presence  of  a cardiac  disorder  consisting  of  frequent 
nodal  and  atrial  premature  systoles  in  an  otherwise  apparently  normal  heart. 
The  Beta-adrenergic  blocking  agent  Propranolol  was  ineffective  as  a remedy 
for  her  cardiac  arrythmia. 

Although  estrogens  tended  to  relieve  an  extreme  vaginal  dryness,  this  medi- 
cation-even in  small  doses— produced  vaginal  bleeding,  thus  inhibiting  its  use. 

By  reason  of  hypoalbuminemia  together  with  hypergammaglobulinemia,  a 
diagnosis  of  Plasma  Cell  Myeloma  was  at  one  time  entertained  but,  for  lack 
of  roentgenological  evidence,  that  idea  was  abandoned.  Along  the  way,  sev- 
eral years  before  entering  Carl  Vinson  Hall,  she  developed  an  acute  dacryo- 
cystitis that  necessitated  resection  of  her  left  tear  duct. 

Her  allergies  to  medicaments  were  so  manifold  as  to  narrow  her  tolerance 
to  precious  few  items.  For  her  dry  eyes  she  used  certain  highly  specialized 
drops.  Opiates,  sulfonamides,  phenophthalein,  barbiturates,  penicillin,  ster- 
oids and  all  derivatives  of  cortisone  and  ACTH  were  as  poison  to  her.  And 
so,  any  thought  of  corticosteroids  as  therapeutic  medicaments  was  preempted. 
Cyclophosphamide  as  a therapeutic  agent  was  at  one  time  tried,  but  to  no 
recognizable  avail. 

Incident  to  a suggestion  by  researchers  that  there  is  a kidney  defect  in  this 
disease,  overnight  urinary  specific  gravities  were  measured  and  it  was  deter- 
mined that  the  individual  in  point  could  not  concentrate  urine  to  a specific 
gravity  beyond  1.018. 

A post-menopausal  osteoporosis  and  calcareous  tendonitis  of  the  right 
shoulder  had  been  revealed  by  x-rays. 

Latest  hemogram:  Hgb.  13.7  grams,  Hct.  40,  leucocytes,  4,800,  Polys.  61, 
eosinophiles  1,  band  forms  15,  lymphocytes  22,  normocytes  1.  Morpholog- 
ically, erythrocytes  revealed  ovalocytosis  and  anisocytosis  with  poikilocytosis 
and  an  occasional  spherocyte. 

Latest  serology:  non-reactive.  Rheumatoid  factor:  positive.  No  lupus 
erythematosis  cells  noted. 

Blood  chemistry  was  found  as  follows:  Sodium,  142  mEq.  /liter;  Potassium, 
4.4;  Chlorides,  105;  Calcium,  9.9  mg%;  Aik.  Phos.,  10.8  units;  BUN,  10  mg%; 
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C02,  31.8;  Total  protein,  7.5  gms./lOO  cc;  Albumin,  3.5;  Globulin,  4;  Total 
serum  bilirubin,  1 mg%;  Glucose,  102mg%;  SGOT,  35  units. 

In  the  light  of  reversal  of  the  Albumin-Globulin  ratio,  an  electrophoretic 
chromatography  was  done  on  the  blood  plasma  with  the  following  findings: 
Albumin,  53%  (Normal  54-70%);  Globulins  Alpha  I,  3.5;  (Normal  2-5); 
Alpha  II,  6;  (Normal  7-11);  Beta,  10;  (Normal  8-14);  Gamma  Globulins, 
26%;  (Normal  10-21). 

It  would  appear  that  Sjogren’s  Disease  is  not  in  or  of  itself  alone  a fatal 
entity.  Twenty-five  years  prior  to  her  demise,  my  patient  regarded  116 
pounds  as  her  normal  weight.  However,  throughout  the  last  five  years  of 
her  life  her  weight  remained  fairly  fixed  at  77  pounds.  She  became  markedly 
tachypneic  and  too  weak  to  remove  an  arm  from  beneath  her  body  when  she 
turned  in  bed.  Still,  for  entertainment  and  enlightenment  she  relied  upon 
radio  and  book  recordings  and  seemed  to  derive  more  pleasure  from  being 
alive  than  some  others  far  less  afflicted.  With  amazing  equanimity,  unfalter- 
ing patience,  and  superb  courage,  and  as  a model  for  others  to  emulate,  she 
accepted  the  hand  dealt  her  by  fate  and  played  it  to  the  best  of  her  pitifully 
curtailed  ability  until  overtaken  by  bronchial  pneumonia  and  death  at  The 
U.  S.  Naval  Hospital,  Bethesda,  Maryland,  upon  the  11th  day  of  her  hos- 
pitalization there. 

H.  Lamont  Pugh,  M.D. 


The  Surgical  Department  of  The  University  of  Virginia 

History  of  The  Department  of  Surgery  1824-1971 
by  C.  Bruce  Morton,  III,  M.D. 

Whittet  and  Shepperson,  93  pp. 

IN  HIS  PROLOGUE  to  this  monograph,  William  R.  Sandusky,  M.D., 
writes  this  story  “contributes  biographical  and  historical  data,  editorial 
commentary,  and  personal  reminiscences,  and  they  are  presented  against  a 
background  that  includes  the  very  beginnings  of  the  University.  This  work 
has  entailed  a prodigious  effort,  which  friends  and  alumni  will  recognize 
with  gratitude  and  read  with  interest  and  pleasure.” 

The  author,  Dr.  Morton,  was  an  honor  graduate  in  both  the  academic  and 
medical  departments  of  the  University  and  in  1927,  at  the  age  of  27,  after 
hospital  training  at  St.  Luke’s  Hospital  in  New  York  and  the  Mayo  Clinic, 
was  appointed  Assistant  Professor  of  Surgery  and  Gynecology.  In  1936  Dr. 
Morton  became  a full  professor.  His  retirement  in  1970  gave  him  the  oppor- 
tunity to  write  this  excellent  account  of  the  beginnings  of  an  otherwise 
unrecorded  chapter  in  the  life  of  the  University.  Dr.  Morton’s  long  asso- 
ciation with  the  University  was  probably  exceeded  only  by  that  of  his  early 
predecessor,  Dr.  James  Lawrence  Cabell— the  third  professor  of  surgery  to 
hold  this  office. 

Dr.  Morton  provides  a relatively  brief  but  very  adequate  account  of  the 
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history  of  the  Surgical  Department  accompanied  by  biographical  sketches 
of  the  chief  participants  and  followed  by  several  appendices.  The  appen- 
dices deal  with  additional  members  of  the  faculty  and  senior  house  staff 
and  various  items  of  local  interest.  The  inclusion  of  these  different  categories 
in  separate  chapters  prevent  interruptions  in  the  narrative  account  of  the 
surgical  service. 

In  the  beginning— as  has  been  true  of  virtually  all  that  pertains  to  the 
University— the  medical  school  began  with  Thomas  Jefferson  and  his  dream 
of  an  institution  located  in  Albemarle  County  and  modeled  after  the  leading 
European  universities.  A momentary  digression  by  your  Editor  permits  the 
writer  to  justify  the  use  of  “T/:>e”  University  by  graduates  and  friends  in 
referring  with  what  the  uninitiated  frequently  consider  a mild  affectation 
at  best,  or  a provoking  aberration  at  worst,  in  applying  this  specific  title  to 
one  of  many  state  universities.  Certainly  the  terminology  was  correct  in 
1825,  for  by  European  standards  “ The ” University  was  the  first  institution 
of  higher  learning  in  this  country  entitled  to  the  name.  Even  the  University 
of  Virginia’s  then  nearest  competitor  did  not  use  the  term  Harvard  Uni- 
versity until  after  the  War  Between  the  States.  Perhaps  the  outcome  of  that 
tragic  conflict  prompted  Harvard  College  to  adopt  their  present  designation 
as  a trophy  of  the  War. 

The  first  Professor  of  Medicine  was  Edinburgh-trained  Robley  Dunglison 
whose  services  were  obtained  by  Jefferson  in  1825.  Dr.  Dunglison’s  resig- 
nation in  1833  was  attributed  to  his  wife’s  arthritis  which  the  good  doctor 
attributed  to  dampness  in  Pavilion  X,  the  result  of  a leaking  tin  roof. 

The  first  Professor  of  Surgery,  Thomas  Johnson,  was  appointed  in  1827 
and  resigned  seven  years  later  over  a question  of  remuneration.  Dr.  Johnson 
then  moved  to  Richmond  where  he  became  one  of  the  founding  fathers 
of  the  Medical  College  of  Virginia.  His  successor,  Augustus  L.  Warner, 
also  resigned  three  years  later  for  greener  fields  in  Richmond. 

In  an  effort  to  obtain  a professor  of  surgery  with  longer  lasting  qualities, 
a medical  graduate  of  the  University  was  chosen  and  Dr.  Cabell  proved 
highly  durable,  for  he  served  in  this  capacity  for  52  years.  Dr.  Cabell’s 
interest  in  medical  matters  extended  beyond  surgery  for  he  was  active  in 
preventive  medicine  and  instrumental  in  establishing  the  National  Board  of 
Health.  In  1889  he  was  succeeded  by  another  graduate,  Dr.  Paul  B.  Barringer, 
of  North  Carolina.  One  of  Dr.  Barringer’s  more  colorful  patients  was  John 
S.  Mosby,  who  escaped  the  vicissitudes  of  1861-65  but  later  was  thrown 
from  a buggy  by  a runaway  horse  in  Washington,  D.  C.,  and  forthwith 
returned  to  Charlottesville  for  emergency  surgery.  This  was  not  the  only 
instance  of  Mosby  returning  to  his  alma  mater  to  regroup  and  recuperate 
after  the  going  had  been  especially  rough  for  the  doughty  colonel.  Dr. 
William  G.  Christian  followed  Dr.  Barringer  in  1893  who  later  persuaded 
Lady  Astor  to  make  the  initial  gift  for  the  construction  of  the  present  hospital. 

In  1907  Dr.  Stephen  Hurt  Watts  of  Lynchburg,  a former  house  officer  and 
resident  surgeon  under  Dr.  William  S.  Halsted  of  Johns  Hopkins,  ushered 
in  the  modern  era  of  surgery  at  the  University.  Dr.  Edwin  P.  Lehman 
followed  Dr.  Watts  in  1928.  The  author  of  this  book,  Dr.  Morton,  served 
as  Acting  Chairman  of  Surgery  after  Dr.  Lehman’s  resignation  in  1953.  Dr. 
William  H.  Muller,  a former  resident  of  Dr.  Alfred  Blalock  at  Johns  Hopkins 
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Hospital  was  appointed  Chairman  of  the  Department  in  the  fall  of  1954  and 
has  continued  in  this  capacity  to  the  present  time.  It  is  a matter  of  interest 
that  Dr.  Lazar  J.  Greenfield,  who  recently  was  designated  Chairman  of  the 
Department  of  Surgery  at  the  Medical  College  of  Virginia,  also  was  a former 
Johns  Hopkins  resident  trained  by  Dr.  Blalock. 

The  School  of  Medicine  of  the  University  has  indeed  come  a long  way 
since  Dr.  Dunglison  was  the  sole  professor  in  the  medical  department.  In 
1971  the  medical  faculty  contained  283  teachers  of  professorial  rank  and 
127  junior  instructors;  the  surgical  department  numbered  11  professors  and 
18  junior  members  of  the  general  surgical  staff. 

In  an  Epilogue  Dr.  Muller  outlined  how  it  came  about  that  Dr.  Morton 
prepared  this  history  of  one  department  in  the  medical  school  and  expressed 
his  appreciation  for  this  well  documented,  illustrated  and  printed  volume. 
All  who  practice  surgery  in  Virginia  also  are  indebted  to  the  author  for 
preparing  this  long  overdue  account  of  what  has  happened,  surgically  speak- 
ing, in  Charlottesville  during  the  past  century  and  a half. 

H.  J.  W. 
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News .... 


Calendar  of  Events 

National  Conference  on  Rural  Health— Sponsored  by  American  Medical  As- 
sociation-Hotel Roanoke— Roanoke— March  20-21,  1975. 

Dietary  Seminar  in  Hypertension  and  Lipid  Disorders— Sponsored  by  Virginia 
Regional  Medical  Program,  Virginia  Dietetic  Association  and  Madison  Col- 
lege—Marion— April  3,  1975. 

Annual  Hand  Seminar— Sponsored  by  Divisions  of  Orthopedic  and  Plastic  and 
Reconstructive  Surgery,  Medical  College  of  Virginia— Richmond— April  3-4, 
1975. 

Annual  Charles  W.  Thomas  Lecture— Sponsored  by  Division  of  Connective 
Tissue  Diseases,  Medical  College  of  Virginia— Richmond— April  3-4,  1975. 

New  Medical  Executive  School— Sponsored  by  AMA/AAMSE— Sheraton-Chi- 
cago  Hotel— Chicago— April  6-8,  1975. 

American  College  of  Physicians— Annual  Session— San  Francisco— April  7-10, 
1975. 

Annual  Stoneburner  Lecture  Series— Sponsored  by  Departments  of  Family 
Practice  and  Continuing  Medical  Education,  Medical  College  of  Virginia— 
Richmond— April  10-11,  1975. 

Disabled  Physician,  A National  Conference  on  Alcoholism,  Drug  Depend- 
ence and  Mental  Disorders  Existing  in  the  Physician  Population— Spon- 
sored by  American  Medical  Association— St.  Francis  Hotel— San  Francisco— 
April  11-12,  1975. 

Annual  Postgraduate  Course  in  Neurology  and  Neurosurgery— Sponsored  by 
Divisions  of  Neurology  and  Neurosurgery  of  MCV— Richmond— May  1-2, 
1975. 

V irginia  Society  of  Ophthalmology  and  Otolaryngology— Combined  Clinical 
Session  and  Annual  Meeting— Boar’s  Head  Inn— Charlottesville— May  7-10, 
1975. 

Virginia  Heart  Association— Annual  Meeting  and  Scientific  Sessions— New  Cava- 
lier—Virginia  Beach— May  12-13,  1975. 

EEG  Symposium— Sponsored  by  Department  of  Neurology,  Medical  College  of 
Virginia— Richmond— May  19-20,  1975. 

Annual  Pediatric  Postgraduate  Seminar  (Sutton  Lectureship)— What  Is  New 
In  Pediatrics— Sponsored  by  Department  of  Pediatrics,  Medical  College  of 
Virginia— Williamsburg— May  31-June  1,  1975. 

Annual  Scientific  Assembly— Sponsored  by  Department  of  Medicine,  Medical 
College  of  Virginia— Richmond— June  6,  1975. 

Annual  Meeting  of  American  Medical  Association— Atlantic  City,  New  Jer- 
sey—June  14-19,  1975. 

Annual  Meeting  of  The  Medical  Society  of  Virginia— Hotel  Roanoke— Roa- 
noke—October  23-26,  1975. 

National  Conference  on  Physicians,  Schools  and  Communities— Sponsored  by 
AMA— Drake  Hotel— Chicago— November  20-21,  1975. 
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Important  Note  This  drug  is  not  a simple  anal- 
gesic Do  not  administer  casually  Carefully 
evaluate  patients  before  starting  treatment  and 
keep  them  under  close  supervision  Obtain  a 
detailed  history,  and  complete  physical  and 
laboratory  examination  (complete  hemogram, 
urinalysis,  etc  ) before  prescribing  and  at  fre- 
quent intervals  thereafter  Carefully  select  pa- 
tients, avoiding  those  responsive  to  routine 
measures,  contraindicated  patients  or  those 
who  cannot  be  observed  frequently  Warn  pa- 
tients not  to  exceed  recommended  dosage 
Short-term  relief  of  severe  symptoms  with  the 
smallest  possible  dosage  is  the  goal  of  therapy 
Dosage  should  be  taken  with  meals  or  a full 
glass  of  milk  Substitute  alka  capsules  for 
tablets  if  dyspeptic  symptoms  occur.  Patients 
should  discontinue  the  drug  and  report  immedi- 
ately any  sign  of  fever,  sore  throat,  oral  lesions 
(symptoms  of  blood  dyscrasia);  dyspepsia, 
epigastric  pain,  symptoms  of  anemia,  black  or 
tarry  stools  or  other  evidence  of  intestinal 
ulceration  or  hemorrhage,  skin  reactions,  signi- 
ficant weight  gain  or  edema  A one-week  trial 
period  is  adequate  Discontinue  in  the  absence 
of  a favorable  response  Restrict  treatment 
periods  to  one  week  in  patients  over  sixty 
Indications  Rheumatoid  arthritis,  osteoarthritis, 
bursitis,  acute  gouty  arthritis  and  rheumatoid 
spondylitis 

Contraindications  Children  14  years  or  less, 
senile  patients,  history  or  symptoms  of  G.l.  in- 
flammation or  ulceration  including  severe,  re- 
current or  persistent  dyspepsia,  history  or 
presence  of  drug  allergy,  blood  dyscrasias. 
renal,  hepatic  or  cardiac  dysfunction,  hyperten- 
sion. thyroid  disease  .systemic  edema,  stomatitis 
and  salivary  gland  enlargement  due  to  the  drug, 
polymyalgia  rheumatica  and  temporal  arteritis, 
patients  receiving  other  potent  chemothera- 
peutic agents,  or  long-term  anticoagulant 
therapy 

Warnings  Age.  weight,  dosage,  duration  of  ther- 
apy. existance  of  concomitant  diseases,  and 
concurrent  potent  chemotherapy  affect  inci- 
dence of  toxic  reactions.  Carefully  instruct  and 
observe  the  individual  patient,  especially  the 
aging  (forty  years  and  over)  who  have  increased 
susceptibility  to  the  toxicity  of  the  drug  Use 
lowest  effective  dosage  Weigh  initially  unpre- 


dictable benefits  against  potential  risk  of 
severe,  even  fatal,  reactions.  The  disease  con- 
dition itself  is  unaltered  by  the  drug.  Use  with 
caution  in  first  trimester  of  pregnancy  and  in 
nursing  mothers  Drug  may  appear  in  cord 
blood  and  breast  milk  Serious,  even  fatal,  blood 
dyscrasias,  including  aplastic  anemia,  may 
occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  ces- 
sation of  drug  Any  significant  change  in  total 
white  count,  relative  decrease  in  granulo- 
cytes. appearance  of  immature  forms,  or  fall  in 
hematocrit  should  signal  immediate  cessation 
of  therapy  and  complete  hematologic  investiga- 
tion. Unexplained  bleeding  involving  CNS. 
adrenals,  and  G.l  tract  has  occurred  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea, 
and  sulfonamide-type  agents  Carefully  observe 
patients  taking  these  agents  Nontoxic  and  toxic 
goiters  and  myxedema  have  been  reported  (the 
drug  reduces  iodine  uptake  by  the  thyroid) 
Blurred  vision  can  be  a significant  toxic  symp- 
tom worthy  of  a complete  ophthalmological  ex- 
amination Swelling  of  ankles  or  face  in 
patients  under  sixty  may  be  prevented  by 
reducing  dosage  If  edema  occurs  in  patients 
over  sixty,  discontinue  drug 
Precautions  The  following  should  be  accom- 
plished at  regular  intervals:  Careful  detailed 
history  for  disease  being  treated  and  detection 
of  earliest  signs  of  adverse  reactions;  complete 
physical  examination  including  check  of  pa- 
tient s weight,  complete  weekly  (especially  for 
the  aging)  or  an  every  two  week  blood  check; 
pertinent  laboratory  studies  Caution  patients 
about  participating  in  activity  requiring  alert- 
ness and  coordination,  as  driving  a car.  etc. 
Cases  of  leukemia  have  been  reported  in  pa- 
tients with  a history  of  short-  and  long-term 
therapy  The  majority  of  these  patients  were 
over  forty  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia 
Adverse  Reactions:  This  is  a potent  drug;  its 
misuse  can  lead  to  serious  results.  Review  de- 
tailed information  before  beginning  therapy 
Ulcerative  esophagitis,  acute  and  reactivated 
gastric  and  duodenal  ulcer  with  perforation 
and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G.l.  bleeding  with  anemia, 
gastritis,  epigastric  pain,  hematemesis.  dys- 


pepsia. nausea,  vomiting  and  diarrhea,  abdomi- 
nal distention,  agranulocytosis,  aplastic  anemia, 
hemolytic  anemia,  anemia  due  to  blood  loss  in- 
cluding occult  G.l.  bleeding,  thrombocytopenia, 
pancytopenia,  leukemia,  leukopenia,  bone 
marrow  depression,  sodium  and  chloride  re- 
tention, water  retention  and  edema,  plasma 
dilution,  respiratory  alkalosis,  metabolic  acido- 
sis. fatal  and  nonfatal  hepatitis  (cholestasis  may 
or  may  not  be  prominent),  petechiae.  purpura 
without  thrombocytopenia,  toxic  pruritus, 
erythema  nodosum,  erythema  multiforme. 
Stevens- Johnson  syndrome.  Lyell  s syndrome 
(toxic  necrotizing  epidermolysis),  exfoliative 
dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphylactic  shock, 
urticaria,  arthralgia,  fever,  rashes  (all  allergic 
reactions  require  prompt  and  permanent  with- 
drawal of  the  drug),  proteinuria,  hematuria, 
oliguria,  anuria,  renal  failure  with  azotemia, 
glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical 
necrosis,  renal  stones,  ureteral  obstruction  with 
uric  acid  crystals  due  to  uricosuric  action  of 
drug,  impaired  renal  function,  cardiac  decom- 
pensation, hypertension,  pericarditis,  diffuse 
interstitial  myocarditis  with  muscle  necrosis, 
perivascular  granulomata,  aggravation  of  tem- 
poral arteritis  in  patients  with  polymyalgia  rheu- 
matica. optic  neuritis,  blurred  vision,  retinal 
hemorrhage,  toxic  amblyopia,  retinal  detach- 
ment, hearing  loss,  hyperglycemia,  thyroid 
hyperplasia,  toxic  goiter,  association  of  hyper- 
thyroidism and  hypothyroidism  (causal  relation- 
ship not  established),  agitation,  confusional 
states,  lethargy;  CNS  reactions  associated  with 
overdosage,  including  convulsions,  euphoria, 
psychosis,  depression,  headaches,  hallucina- 
tions. giddiness,  vertigo,  coma,  hyperventila- 
tion. insomnia,  ulcerative  stomatitis,  salivary 
gland  enlargement 
(B)98-  146-070-J  (10/71) 

For  complete  details,  including  dosage,  please 
see  full  prescribing  information. 

GEIGY  Pharmaceuticals 
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New  Members. 

The  following  members  were  received  into 
The  Medical  Society  of  Virginia  during  the 
month  of  December: 

Adel  L.  Antoun,  M.D.,  Falls  Church 
Peter  B.  Collis,  M.D.,  Washington,  D.  C. 
Richard  W.  Crossen,  M.D.,  Richmond 
Jack  Leon  Derzavis,  M.D.,  Arlington 
M.  Ezel  Dogan,  M.D.,  Arlington 
William  M.  Fogel,  M.D.,  Richmond 
Wilbur  A.  Hamman,  M.D.,  Arlington 
Stephen  A.  Howlett,  M.D.,  Waynesboro 
Galen  C.  Huffman,  M.D.,  Radford 
David  A.  Krause,  M.D.,  Charlottesville 
Richard  E.  Matthews,  M.D.,  Richmond 
Edward  W.  Osborn,  M.D.,  Virginia  Beach 
John  C.  Schaefer,  M.D.,  Norfolk 
Samuel  A.  Strickland,  M.D.,  Danville 
Vernon  M.  Sylvest,  M.D.,  Richmond 
Franklin  R.  Ward,  M.D.,  Arlington 

Continuing  Medical  Education 
Start-Up  Grant. 

At  the  Annual  Medical  Society  meeting  in 
November,  the  Society  agreed  to  accept  a 
contract  from  the  Regional  Medical  Program 
to  “Design  a statewide  system  of  Continuing 
Medical  Education”.  The  contract  was  issued 
to  and  will  be  under  the  control  of  The  Medi- 
cal Society  of  Virginia.  The  plan  is  to  apply 
appropriate  Adult  Education  Principles  as  they 
relate  to  a physician  population,  including 
involving  all  segments  of  the  profession. 

The  Commission  on  Continuing  Education, 
formed  in  1 97 3,  will  be  responsible  for  carry- 
ing out  the  terms  of  the  contract.  The  com- 
mission plans  to  attempt  to  accomplish  the 
following  activities: 

1.  Create  a network  of  those  people  in  the 
State  willing  to  assume  a leadership  role 
in  Continuing  Medical  Education. 

2.  Create  a working  consortium  between 
the  three  medical  schools  in  regard  to 
Continuing  Medical  Education. 

3.  Serve  as  an  approval  body  for  all  accred- 
ited Continuing  Medical  Education  ac- 
tivity in  the  State. 


4.  Document  attendance  at  all  approved 
Continuing  Medical  Education  func- 
tions in  the  State. 

5.  Provide  a meaningful  calendar  of  all  ap- 
proved Continuing  Medical  Education 
functions  in  the  State. 

6.  Design  a Voluntary  Certification  model 
which  includes,  in  addition  to  Contin- 
uing Medical  Education  courses,  such 
things  as  teaching,  research,  consulta- 
tion, self-assessment  and  self-learning  ac- 
tivities. 

7.  Develop  a research  component  for  the 
purpose  of  needs  assessment  both  on  an 
individual  and  group  basis. 

8.  Develop  a method  of  ongoing  evaluation 
to  assure  the  physicians  in  the  State  of 
Virginia  a continuing  program  of  Con- 
tinuing Medical  Education  based  on 
their  current  needs. 

For  those  who  are  interested,  more  detailed 
information  regarding  the  program  can  be 
found  in  the  January  issue  of  the  Virginia 
Medical  Monthly. 

If  you  are  interested  in  being  involved  in 
any  aspect  of  the  above  activities,  please  write 
to  Dr.  David  Walthall  at  The  Medical  Socie- 
ty of  Virginia,  4205  Dover  Road,  Richmond, 
Virginia  23221. 

Hampton  Medical  Society. 

New  officers  of  this  Society  for  1975  are: 
President,  Dr.  Frank  C.  Robert;  vice-presi- 
dent, Dr.  Benjamin  H.  Inloes,  and  secretary- 
treasurer,  Dr.  Louis  D.  Parham. 

Director  of  Continuing  Education. 

The  Medical  Society  of  Virginia  has  its 
first  Director  of  Continuing  Education— James 
Summers,  Ph.D.— who  assumed  his  duties  on 
February  15.  Dr.  Summers  comes  to  the  So- 
ciety from  V.P.I.  and  will  have  the  responsi- 
bility of  implementing  a continuing  education 
program  approved  by  the  House  of  Delegates 
last  November  in  Williamsburg. 

The  new  program  promises  to  become  one 
of  the  most  important  and  meaningful  services 
ever  provided  the  physicians  of  Virginia  by 
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the  Society.  Among  Dr.  Summers  first  objec- 
tives will  be  the  development  of  a sound  and 
effective  accreditation  program  and  a work- 
able model  for  individual  physician  certifica- 
tion. 

Northampton  County  Medical  Society. 

The  following  officers  were  re-elected  for 
the  year  1975:  President,  Dr.  Thomas  B. 
Hardman,  Cape  Charles;  vice-president.  Dr. 
James  H.  Hall,  Eastville;  and  secretary-treas- 
urer, Dr.  Stephen  Q.  Rodgers,  Nassawadox. 

Prince  William  County  Medical 
Society. 

Dr.  Albert  T.  Ventzek,  Woodbridge,  has 
been  installed  as  president  of  this  Society. 
Other  officers  are:  president-elect,  Dr.  Stan- 
ley Maoury,  Manassas;  vice-president,  Dr. 
Lowell  Secrist,  Dumfries;  secretary,  Dr.  Jo- 
seph V.  Puglise,  Woodbridge,  and  treasurer. 
Dr.  Charles  Gueriera,  Manassas. 

Alexandria  Society  Honors  Dr.  Palmer. 

This  Society  recently  bestowed  its  highest 
accolade  on  Dr.  Richard  E.  Palmer  for  his  ex- 
traordinary accomplishments  in  medicine  for 
many  years.  Dr.  Palmer,  presently  Chairman 
of  the  Board  of  Trustees  of  the  American 
Medical  Association,  was  honored  by  his  own 
Society’s  Community  Service  Citation.  Long 
lists  of  awards  and  citations  have  followed 
him  since  he  began  his  medical  career  in  Alex- 
andria in  1949. 

Dr.  Howard  Retires. 

Dr.  Kalford  W.  Howard  has  retired  after 
56  years  of  practicing  medicine  in  Portsmouth. 
He  is  87  years  young.  The  Portsmouth  Acad- 
emy of  Medicine  honored  Dr.  and  Mrs.  How- 
ard on  February  8th. 

Dr.  Shaun  J.  Ruddy. 

Has  been  named  chairman  of  the  division  of 
immunology  and  connective  tissue  diseases  in 
the  Medical  College  of  Virginia  School  of 


Medicine.  He  w'as  formerly  an  associate  pro- 
fessor of  Medicine  at  Harvard  Medical  School. 

The  Virginia  Society  for  Pathology 

Will  sponsor  a seminar  on  Gynecologic  and 
Obstetric  Pathology,  May  9-10,  in  Richmond. 
This  will  be  conducted  by  Drs.  Steve  Silver- 
berg  and  Stanley  Robboy.  For  further  infor- 
mation, please  write  Dr.  J.  H.  Callicott,  De- 
partment of  Pathology,  Lynchburg  General 
Hospital,  Lynchburg,  Virginia  24501. 

Rural  Health  Conference. 

The  American  Medical  Association  is  spon- 
soring a national  rural  health  conference  in 
Roanoke,  March  20-21.  The  conference  is  be- 
ing held  with  the  cooperation  of  The  Medical 
Society  of  Virginia,  the  Virginia  Council  on 
Health  and  Medical  Care,  and  14  other  agen- 
cies. 

A key  goal  of  the  conference  will  be  to  dis- 
cuss ways  for  the  effective  delivery  of  health 
services  to  all  people  in  rural  areas.  Speakers 
and  panelists  will  explore  new  needs  and  re- 
port on  new  developments  in  family  physician- 
residency  programs;  National  Health  Sendee 
Corps  in  the  areas  of  family  practice  physi- 
cians; rural  development  and  health  services, 
medical  centers  and  hospitals;  student  projects, 
emergency  medical  services,  and  community 
involvement  in  health. 

The  American  Diabetes  Association, 

Washington,  D.  C.  Area  Affiliate,  will  spon- 
sor a one-day  symposium  on  Advances  in  Dia- 
betes at  the  Shoreham-Americana  Hotel,  April 
3rd.  The  symposium  is  co-sponsored  by  the 
Departments  of  Medicine  of  Georgetown, 
George  Washington  and  Howard  Medical 
Schools.  The  program  includes  the  following 
topics:  Advances  in  the  Management  of  Dia- 
betes by  Dr.  John  A.  Owen,  Jr.,  University 
of  Virginia;  Transplantation  Research  Ad- 
vances in  Diabetes  by  Dr.  Holbrooke  Seltzer, 
Southwestern  University;  Diet  and  Diabetes 
by  Dr.  Kelly  M.  West,  Oklahoma  School  of 
Medicine;  Pregnancy  and  the  Diabetic  Patient 
by  Dr.  Boyd  D.  Metzger,  Northwestern  Uni- 
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versitv;  and  Complications,  Particularly  Neu- 
ropathy and  its  Management  by  Dr.  Rolf 
Richards,  University  of  the  West  Indies. 

Further  information  may  be  obtained  from 
Mr.  James  M.  Bruckwick,  Executive  Director, 
American  Diabetes  Association,  P.  O.  Box 
4384,  Takoma  Park,  Maryland  20012. 

Selected  Topics  in  Internal  Medicine. 

The  American  College  of  Physicians  will 
sponsor  a three-day  post-graduate  course  on 
“Selected  Topics  in  Internal  Medicine”  on 


Obituary 

Dr.  Glenn  Taylor  Foust, 

Venice,  Florida,  died  January  3,  at  the  age 
of  eighty-three.  He  received  his  medical  de- 
gree from  the  University  of  Louisville  in  1915. 
Dr.  Foust  practiced  in  Norton  for  forty-five 
years  before  retiring  to  Florida.  He  had  been 
a member  of  The  Medical  Society  of  Virginia 
for  fifty-six  years. 

His  wife,  a son  and  two  daughters  survive 
him. 

Dr.  Jordan. 

The  Alleghany  Bath  Countv  Medical  Societv 
records  with  sorrow  the  death  of  its  member,  Dr. 
Janies  Vincent  Jordan. 

Dr.  Jordan  was  born  in  Smith  Fall,  Canada,  on 
October  9,  1884,  and  died  at  the  Emmett  Me- 
morial Hospital  on  November  10,  1974.  He  re- 
ceived his  medical  degree  from  Queens  Univer- 
sity, Kingston,  Canada,  and  interned  in  Davis, 
V\  est  Virginia,  at  Butt  Hospital  in  1911.  From 
1913  to  1920  he  resided  in  Hampton,  Tennessee, 
and  in  1921  he  made  his  home  in  Covington,  Vir- 
ginia. 

In  1928  Dr.  Jordan  was  elected  president  of 
the  Alleghany  Bath  County  Medical  Societv.  He 
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May  8-10,  in  Washington,  D.  C.  The  course, 
held  in  conjunction  with  the  Washington  Hos- 
pital Center,  will  take  place  at  the  hospital. 

The  course  is  planned  to  focus  attention  on 
certain  topics  which  are  of  diagnostic  and 
therapeutic  interest  to  the  practicing  intern- 
ist. Sessions  will  be  devoted  to  infectious  dis- 
ease, pulmonary  disease,  hematology,  endo- 
crinology, nephrology,  rheumatology,  cardi- 
ology, gastroenterology  and  neurology. 

For  information  and  registration  contact: 
Registrar,  Postgraduate  Courses,  ACP,  4200 
Pine  Street,  Philadelphia,  Pa.  19104. 


was  a charter  member  of  the  Covington  Kiwanis 
Club  and  an  active  member  of  the  Covington 
Hot  Springs  Rotary  Club  for  forty-two  years. 
He  was  a member  of  The  Medical  Society  of 
Virginia,  the  Southern  Medical  Association  and 
the  American  Medical  Association  and  an  active 
member  of  the  Sacred  Heart  Catholic  Church  of 
Covington. 

Dr.  Jordan  was  an  honor  to  his  profession  and 
an  asset  to  the  citizens  of  the  communities  which 
he  served. 

Dr.  Jordan  is  survived  by  one  son,  a grandson 
and  a granddaughter. 

Therefore,  be  it  resolved,  that  the  Alleghany 
Bath  County  Medical  Societv  hereby  expresses 
its  sincere  gratitude  and  grateful  appreciation  for 
Dr.  Jordan’s  dedication  to  medicine  and  his  con- 
tribution to  the  community  he  so  faithfully 
served  for  more  than  40  years  and. 

Be  it  resolved,  that  a copy  of  these  resolutions 
be  sent  to  his  survivor,  and, 

Bf.  it  further  resolved,  that  a copy  of  these 
resolutions  be  spread  upon  the  minutes  of  this 
Society,  and  a copy  be  sent  to  The  Medical  So- 
cietv of  Virginia. 

Julia  Emmett  Edmunds,  M.D. 
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SAINT  ALBANS  PSYCHIATRIC  HOSPITAL 

RADFORD,  VIRGINIA  24141 

703-639-2481 

A fully  accredited  private  psychiatric  hospital  for  the 
treatment  of  all  major  psychiatric  illnesses  including  al- 
coholism and  drug  abuse  problems  of  adolescents  and 
adults. 


Morgan  E.  Scott,  M.D. 

President  of  the  Medical  Staff 


George  K.  White 
Administrator 


Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 


MRS.  PLYLER’S 
NURSING  HOME 


KATE  E.  PLYLER  (1876-1947) 


GENE  CLARK  REGIRER  (1912-1962) 


A private  nursing  home  dedicated  to  extended,  intermediate  and  custodial  care 


1615  Grove  Avenue,  Richmond,  Virginia,  Telephone  353-3981 
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LEWIS-GALE  CLINIC.  INC. 

1802  Braeburn  Drive  • Salem,  Virginia  24153 


ANESTHESIOLOGY 

Leigh  0.  Atkinson,  M.D. 

George  P.  Baron,  M.D. 

EMERGENCY  AND  INDUSTRIAL  DEPARTMENT 

E.  Wilson  Watts,  Jr.,  M.D. 

Benjamin  N.  Jones,  M.D. 

John  S.  Jeremiah,  M.D. 

John  M.  Garvin,  M.D. 

Robert  0.  McGuffin,  M.D. 

Larry  A.  Widner,  M.D. 

FAMILY  PRACTICE 
Allen  M.  Clague,  M.D. 

Keith  C.  Edmunds,  M.D. 

GENERAL  SURGERY 
W.  Langley  Sibley,  M.D. 

W.  R.  Whitman,  Jr.,  M.D. 

William  L.  Sibley,  III,  M.D. 

Edwin  L.  Williams,  II,  M.D. 

INTERNAL  MEDICINE 

Robert  F.  Bondurant,  M.D. 

Frank  Alton  Wade,  M.D. 

George  H.  Wall,  M.D. 

J.  Milton  Miller,  M.D. 

David  S.  Miller,  M.D. 

Michael  J.  Moore,  M.D. 

William  M.  Blaylock,  M.D. 

ARTHRITIS  AND  RHEUMATOLOGY 
William  M.  Blaylock,  M.D. 

GASTROENTEROLOGY 
George  H.  Wall,  M.D. 


HEMATOLOGY  AND  ONCOLOGY 
J.  Milton  Miller,  M.D. 

OBSTETRICS  AND  GYNECOLOGY 
Garrett  G.  Gooch,  III,  M.D. 

C.  Leon  Jennings,  Jr.,  M.D. 

Thomas  M.  Winn,  Jr.,  M.D. 

ORTHOPAEDIC  SURGERY 
Richard  H.  Fisher,  M.D. 

Alonzo  H.  Myers,  Jr.,  M.D. 

S.  Curtiss  Mull,  M.D. 

OTOLARYNGOLOGY 

J.  Bruce  Hagadorn,  M.D. 

PEDIATRICS 

Thomas  J.  Humphries,  M.D. 

John  T.  Walke,  M.D. 

W.  P.  Wiltsee  Young,  M.D. 

F.  Joseph  Duckwall,  M.D. 

William  J.  Kagey,  M.D. 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
Warren  L.  Moorman,  M.D. 

Robert  F.  Roth,  M.D. 

RADIOLOGY  AND  NUCLEAR  MEDICINE 

Carl  M.  Russell,  M.D. 

Donald  W.  Spicer,  M.D. 

Clyde  F.  Lloyd,  M.D. 

William  A.  Cassada,  Jr.,  M.D. 

J.  William  Barnard,  M.D. 

THORACIC  AND  VASCULAR  SURGERY 
William  L.  Sibley,  III,  M.D. 

Edwin  L.  Williams,  M.D. 

UROLOGY 

Thomas  S.  R.  Ward,  M.D. 


Accredited  by  the  American  Group  Practice  Association 


STUART  CIRCLE  HOSPITAL 


413-21  Stuart  Circle 

Medicine: 

Manfred  Call,  III,  M.D. 

Alexander  G.  Brown,  III,  M.D. 

John  D.  Call,  M.D. 

Wyndham  B.  Blanton,  Jr.,  M.D. 
Frank  M.  Blanton,  M.D. 

William  W.  Martin,  Jr.,  M.D. 

James  R.  Wickham,  M.D. 

Snowden  C.  Hall,  III,  M.D. 

Obstetrics  and  Gynecology: 

Spotswood  Robins,  M.D. 

David  C.  Forrest,  M.D. 

Joseph  C.  Parker,  M.D. 

William  M.  Oppenhimf.r,  M.D. 

Orthopedics: 

Beverley  B.  Clary,  M.D. 

James  B.  Dalton  Jr.,  M.D. 

Franklin  P.  Watkins,  M.D. 

Pediatrics: 

Thomas  P.  Overton,  M.D. 

Edward  J.  Wiley,  M.D. 

Roentgenology  and  Radiology: 

Hunter  B.  Frischkorn,  Jr.,  M.D. 
William  C.  Barr,  M.D. 

John  E.  Reed,  M.D. 


RICHMOND,  VIRGINIA 

Anesthesiology : 

William  B.  Moncure,  M.D. 
Heth  Owen,  Jr.,  M.D. 

Surgery: 

Richard  A.  Michaux,  M.D. 
Carrington  Williams,  Jr.,  M.D. 
Armistead  M.  Williams,  M.D. 
James  R.  Darden,  Jr.,  M.D. 
Wyatt  S.  Beazi.ey,  III,  M.D. 

Urological  Surgery : 

Frank  Pole,  M.D. 

Harry  S.  Rowland,  Jr.,  M.D. 

Plastic  Surgery: 

Hunter  S.  Jackson,  M.D. 
Ophthalmology,  Otolaryngology : 
Richard  W.  Dodd,  M.D. 

J.  Warren  Montague,  M.D. 

Pathology: 

Sung  C.  Park,  M.D. 

Physical  Therapy: 

William  J.  Cowan,  R.P.T. 
Administrator: 

Kenneth  M.  Holt 
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BAYBERRY  PSYCHIATRIC  HOSPITAL 

HAMPTON,  VIRGINIA 

Bayberry  is  a 125  bed  private  hospital  which  offers  a wide  range  of  inpatient,  day  care,  outpatient,  and  con- 
sultative services,  as  well  as  treatment  programs  for  adolescents,  children,  and  alcoholics. 

TREATMENT 

After  a comprehensive  medical  and  psychiatric  evaluation,  each  patient  receives  an  individualized  treat- 
ment program  and  schedule  of  activity  therapies.  Treatment  may  include  individual  therapy,  group  ther- 
apy, psychodrama,  chemotherapy,  electroconvulsive  or  insulin  treatment. 

EDUCATION 

A regular  school  curriculum  is  followed  and  academic  credit  is  given.  The  Hampton  Roads  Reading  Cen- 
ter is  located  within  the  hospital  and  provides  special  instruction  for  children  with  dyslexia  and  other 
learning  problems. 

REHABILITATION 

Rehabilitation  services  include  individual  counseling,  special  education,  and  job  training  programs. 

ACCREDITATION 

Accredited  by  the  Joint  Commission  on  Accreditation  of  Hospitals,  approved  for  Medicare,  member  of  the 
American  Hospital  Association,  and  licensed  by  the  State  Department  of  Hospitals  and  Mental  Hygiene. 

Wendell  J.  Pile,  M.D. 

Medical  Director 


Howard  L.  Cox,  M.D. 


Basil  E.  Roebuck,  M.D.  Jonathan  G.  Solomon,  M.D.,  Ltd. 


BROCHURE  SENT  ON  REQUEST 

Contact:  Medical  Director,  530  E.  Queen  Street,  Hampton,  Va.  23369 
Telephone  (804)  722-2504 


ST.  LUKE'S  HOSPITAL 

Established  1882 
Hunter  H.  McGuire,  M.D. 


McGuire  clinic,  inc. 

Established  1923 
Stuart  McGuire,  M.D. 


1000  West  Grace  Street 
Richmond,  Virginia 


General  Surgery  & Gynecology 

Joseph  W.  Coxe,  III,  M.D. 
H.  Fairfax  Conquest,  M.D. 
Gilbert  H.  Bryson,  M.D. 
William  M.  Crouch,  M.D. 

Anesthesiology 

Beverley  Jones,  M.D. 

Physical  Therapy 

Elizabeth  L.  Watson,  R.P.T. 


Internal  Medicine 

John  P.  Lynch,  M.D. 

John  B.  Catlett,  M.D. 

Robert  W.  Bedinger,  M.D. 
David  L.  Litchfield,  M.D. 
Burness  F.  Ansell,  Jr.,  M.D. 
W.  Wayne  Key,  Jr.,  M.D. 
Randolph  M.  Halloran,  M.D. 
Hilton  R.  Almond,  M.D. 
James  A.  Repass,  M.D. 


Radiology 

Henry  S.  Spencer,  M.D. 
Donald  P.  King,  M.D. 

Isotopes 

David  L.  Litchfield,  M.D. 

Pathology 

Hubert  R.  White,  Jr.,  M.D 


Hospital  Administrator 

Gerald  J.  LaGesse 

Director  of  Nurses — St.  Luke's  Hospital 

Ann  M.  Urbine,  R.N. 

School  of  Nursing 

Ann  M.  Urbine,  R.N.,  Director 
Joan  B.  Hovis,  R.N.,  Dir.  of  Ed. 
Elizabeth  H.  El  left,  R.N.,  Instructor 


Clinic  Manager 

S.  Taylor  Ware,  Jr. 

Director  of  Nurses — McGuire  Clinic,  Inc. 

Mary  E.  Simmons,  R.N. 
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Tidewater  Psychiatric  Institute 

1701  Will-O-Wisp  Drive 
Virginia  Beach,  Virginia  23454 

and 

1005  Hampton  Boulevard 
Norfolk,  Virginia  23507 

Private  hospitals  for  the  treatment  of  psychiatric  disorders  of  adults  and 
adolescents,  alcoholism,  and  drug  addiction.  Residential  special 
education  for  emotionally  disturbed  adolescents. 

David  C.  Butler 
Administrator 

Julian  W.  Selig,  Jr.,  M.D.  Stuart  Ashman,  M.D. 

Hospital  Director,  Norfolk  Hospital  Director,  Virginia  Beach 

(Brochure  sent  on  request) 


COMMONWEALTH 

PSYCHIATRIC 

CENTER 

Exclusively  For  Children  and  Adolescents-- 
A new,  completely  modern  66-bed  hospital 
is  now  open  for  patient  referrals 

■ Work  has  recently  been  completed  on  this  new 
hospital,  specifically  designed  for  the  treatment  of 
the  emotionally  disturbed.  In  addition  to  the 
hospital  itself,  the  Center  is  moving  ahead  with 
construction  of  a gymnasium  and  swimming  pool  to 
provide  its  patients  with  the  very  best  of  private 
institutional  facilities  in  the  Mid-Atlantic  Region. 

■ Four  full-time  child  psychiatrists  and  a staff  of 
experienced  psychologists,  psychiatric  nurses, 
psychiatric  social  workers,  therapists  and  other 
specialists  offer  a wide  range  of  treatment 
modalities.  A fully-accredited  school  program 
features  small  classes  structured  to  meet  the  needs 
of  the  individual. 


L 


Brochure  on  Request 
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COMMONWEALTH 
PSYCHIATRIC  CENTER 

3001  FIFTH  AVENUE. 
RICHMOND.  VIRGINIA  23222 

(804)  329-4392 
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Pulaski 

Home  For  Adults 

★ Newly  remodeled  and  decorated 

★ Private  Cr  semi-private  rooms 

★ Assistant  on  duty  24  hours  a day 

★ Medical  facilities  near  by 

★ Reasonable  rates,  $250  Gr  up. 

1 

| Write  or  phone  for  further  j 

I information:  P.O.  Box  938, 

I ) 

{ Pulaski,  Va.  24301  or  j 

! phone  980-2200. 

I J 

Russ  Penner, 
Business  Manager 


JOHNSTON-WILLIS 

HOSPITAL 

RICHMOND,  VIRGINIA 


oS/o 

«!NJ% 


A MODERN  GENERAL  HOSPITAL 
PRIVATELY  MANAGED 
SITUATED  IN  THE  QUIET  OF  THE 
WEST  END  RESIDENTIAL  SECTION 


Rondomycin 

(methacycline  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  ol  the  tetracyclines 
WARNINGS:  Tetracycline  usage  during  tooth  development  (last  half  ot  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  alter  repeated  short-term  courses 
Enamel  hypoplasia  has  also  been  reported  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  be  etlective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development.) 

Ammal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping fetus  (otten  related  to  retardation  ol  skeletal  development)  Embryotoxicity  has 
also  been  noted  in  animals  treated  early  in  pregnancy 

Usage  in  newborns,  inlants.  and  children.  (See  above  WARNINGS  about  use  during 

tooth  development ) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-lormmg  tissue  A decrease 
in  tibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued 
Tetracyclines  are  present  in  milk  of  lactatmg  women  taking  tetracyclines 
To  avoid  excess  systemic  accumulation  and  liver  toxicity  m patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and.  if  therapy  is  prolonged,  consider  serum  level  de- 
terminations ol  drug.  The  anti-anabolic  action  of  tetracyclines  may  increase  BUN  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia . hyperphosphatemia,  and  acidosis 
Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
vised, and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  ot  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy 
In  venereal  disease,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  four  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity,  patients  on  an- 
ticoagulant therapy  may  require  downward  adiustmeht  of  their  anticoagulant  dosage 
In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A beta-hemolytic  streptococcal  infections  format  least  10  days 
Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin 

ADVERSE  REACTIONS  Gastrointestinal  (oral  and  parenteral  forms)  anorexia,  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis,  inflammatory  lesions  (with  mond- 
ial overgrowth)  in  the  anogenital  region 

Skin:  maculopapular  and  erythematous  rashes,  exfoliative  dermatitis  (uncommon)  Pho- 
tosensitivity is  discussed  above  (See  WARNINGS) 

Renal  toxicity:  rise  in  BUN  apparently  dose  related  (See  WARNINGS) 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura 
pericarditis,  exacerbation  ol  systemic  lupus  erythematosus 
Bulging  fontanels,  reported  in  young  infants  after  lull  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued 
Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black  mi- 
croscopic discoloration  of  thyroid  glands,  no  abnormalities  ol  thyroid  function  studies  are 
known  to  occur 

USUAL  DOSAGE:  Adults- 600  mg  daily,  divided  into  two  or  four  equally  spaced  doses 
More  severe  infections  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours  Gonorrhea  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated. Rondomycin'  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule  900  mg  initially,  followed  by  300  mg 
q i d fora  total  of  5 4 grams 

For  treatment  ol  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams  of 
Rondomycin  (methacycline  HCI)  in  equally  divided  doses  over  a period  of  10-15  days 
should  be  given  Close  follow-up.  including  laboratory  tests,  is  recommended 
Eaton  Agent  pneumonia  900  mg  daily  tor  six  days 
Children  — 3 to  6 mg/lb/day  divided  into  two  to  tour  equally  spaced  doses 
Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair  ab- 
sorption and  are  contraindicated  Food  and  some  dairy  products  also  interfere  Give  drug 
one  hour  before  or  two  hours  after  meals  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding 
In  patients  with  renal  impairment  (see  WARNINGS),  total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  at  least  10  days 
SUPPLIED:  Rondomycin  (methacycline  HCI)  150  mg  and300  mg  capsules,  syrup  con- 
taining 75  mg/5  cc  methacycline  HCI. 


Before  prescribing,  consul!  package  circular  or  latest  PDR  information 


WALLACE  LABORATORIES 
CRANBURY,  NEW  JERSEY  08512 
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When  the  focus  is  on  bronchitis  due  to 
susceptible  strains  of  H.  influenzae  and  pneumococci* 


Rondomycin  300 

[metihacycline  HCI]  Capsules 

Delivers  from  the  very  first  dose: 

ies  show  that  after  the  first  dose  serum  levels  rapidly  rise  above 
minimum  in  vitro  inhibitory  concentrations 


♦Since  many  strains  are  known  to  be  resistant,  routine  sensitivity  testing  is  recommended 


I 
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the  weight  of  scientific  opinion: 


If  the  pharmacist  substituted  a 
i chemically  equivalent  drug  for  the 
\ one  you  have  specified  for  your 
patient— could  you  be  certain  of  that 
• product’s  safety  and  effectiveness 
I simply  because  the  chemical  content 
was  the  same? 

Definitely  not,  unless  bio- 
equivalence tests  and  other  quality 
assurance  checks  had  been  conducted. 
The  pharmaceutical  industry  and 
many  scientists  have  maintained  this 
position  for  years,  but  others  have 
questioned  it.  Now  the  Office  of 
Technology  Assessment  of  the 
Congress  of  the  United  States  has 
reported  on  the  issue  in  its  Drug 
Bioequivalence  Study.* 

Here  are  a few  definitive  state- 
ments in  the  O.T.A.  report: 

. . the  problem  of  bioinequiva- 
lency in  chemically  equivalent  prod- 
ucts is  a real  one.  Since  the  studies  in 
which  lack  of  bioequivalence  was 
demonstrated  involved  marketed 
products  that  met  current  compen- 
dial standards,  these  documented  in- 
stances constitute  unequivocal 
evidence  that  neither  the  present 
standards  for  testing  the  finished 
product  nor  the  specifications  for 
materials,  manufacturing  process, 
and  controls  are  adequate  to  ensure 


that  ostensibly  equivalent  drug  prod- 
ucts are,  in  fact,  equivalent  in  bio- 
availability. 

DRUG 

bioequivalence 


A OA  TM« 

OfMC*  O#  18CHNOI OOV  AMtMMCUT 
DRUC1  BtOVOUrVALCXCL  ITOOf  >’ANn 


“While  these  therapeutic  fail- 
ures resulting  from  problems  of  bio- 
availability were  recognized  and 
well  documented,  it  is  entirely  possi- 
ble that  other  therapeutic  failures 
and/ or  instances  of  toxicity  that  had 
a similar  basis  have  escaped 
attention.” 

The  Pharmaceutical  Manufac- 
turers Association  supports  federal 
legislative  amendments  that  would 
require  manufacturers  of  duplicate 
prescription  pharmaceutical  prod- 
ucts, subject  to  new  drug  procedures, 
to  document: 

(a)  chemical  equivalence;  and 


(b)  biological  equivalence,  where 
bioavailability  test  methods  have 
been  validated  as  a reliable  means 
of  assuring  clinical  equivalence;  or 

(c)  where  such  validation  is  not 
possible,  therapeutic  equivalence. 

In  addition,  the  PMA  supports 
federal  legislation  that  would  require 
certification  of  all  manufacturers  of 
prescription  products  before  they 
could  start  in  business,  annual  in- 
spections and  certification  thereafter, 
and  strict  adherence  to  FDA  regula- 
tions on  good  manufacturing 
practices. 

The  overall  quality  of  the 
United  States  drug  supply  is  excel- 
lent. But  only  a total  quality  assur- 
ance program,  envisaged  in  these  and 
other  policy  positions  adopted  by  the 
PMA  Board  of  Directors  in  1974, 
can  bring  about  acceptable  levels  of 
performance  by  all  prescription  drug 
manufacturers  and  thereby  assure  the 
integrity  of  your  prescription . . . 

■■■■B  Pharmaceutical  Manufacturers 
IjflJRj  Association 

1155  Fifteenth  Street,  N.W 
Washington,  D.C.  20005 

^Copies  of  the  complete  report  on  Drug 
Bioequivalence  may  be  obtained  from  the 
Superintendent  of  Documents,  U.S. 
Government  Printing  Office,  Washington, 
D.C.  20402. 


protecting  the 
integrity  of . 

your  prescription 


\bu  can  make  a lot  of  it  ^ 

and  still  end  up  broke. 


How  you  handle  your  money  is  no  laughing  matter. 
That’s  why  you  want  your  investments  to  be  tailored  to  meet 
your  own  individual  needs.  With  the  direct,  personal  involve- 
ment needed  to  help  you  reach  your  particular  investment 
goals.  And  that's  where  we  come  in. 

At  Montag,  Caldwell  and  Long,  we  believe  professional 
money  management  should  be  a person-to-person  thing. 

We  know  that  your  investment  objectives  are  yours  and 
yours  alone.  And  that’s  the  way  we  handle  them.  Each  port- 
folio is  individually  managed.  There  are  no  “pooled"  funds. 
We  work  directly  with  you  to  establish  the  long  range  program 
that  will  best  meet  your  objectives.  We  will  manage  investment 
plans  for  you,  your  family,  your  estate,  or  your  trust.  And  for 
your  business,  we  manage  employee  benefit  plans  that  include 
pension  funds,  profit  sharing  funds  and  professional  retire- 
ment . plans. 

We  specialize  in  the  continuing  supervision  of  port- 
folios consisting  of  publicly  traded  stocks  and  bonds.  Plus 
where  and  when  appropriate,  cash  and  other  liquid  instru- 
ments. With  our  partner  firm,  Montag  and  Caldwell  Inc.  of 
Atlanta,  we  are  able  to  offer  you  complete  investment  coun- 
seling services.  Backed  by  in-depth  investment  research,  sta- 
tistical studies,  stock  analysis  and  much  more.  But  most 
important  of  all,  we  are  able  to  give  you  the  individualized 
professional  attention  you  deserve. 

If  you're  concerned  about  where  your  money’s  going , 
before  it’s  all  gone-  contact  us  today. 

Effective  money  management  is  a very  personal  thing; 
when  you  call  804/643-2705,  you’re  calling  a person-to-person. 


Montag,Caldwell  ^ong 


627  East  Main  Street  (Room  914)  Richmond,  Virginia  23219 


Investment  counselors 


SAVE  MONEY! 

Take  advantage  of  The  Medical  Society  of  Virginia- 
sponsored  Master  Retirement  Plans 

Mail  coupon  for  information 

MSV  RETIREMENT  PLANS 

2425  Wilson  Boulevard,  Arlington,  Va.  22201 

Please  send  information  regarding: 

( ) Self-employed  Retirement  Plan 

( ) Professional  Corporation  Retirement  Plans 

( ) Tax-deferred  annuity  plan  for  employees  of  private  non-profit  organizations 


Name 


Address 
Phone _ 
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Oriental  Rugs 

My  name  is  Amir  Zinat;  I am  Iranian.  Years 
ago  as  a graduate  student  in  the  U.S.,  I noticed  the 
big  difference  in  the  price  of  Orientals  in  my  home- 
land and  here.  So  I asked  my  people  to  send  me 
many  rugs.  I have  chosen,  as  my  business,  to  sell 
these  rugs  at  more  reasonable  prices.  These  rugs  may 
be  exchanged,  are  guaranteed  to  increase  in  value, 
are  selected  by  natives,  and  the  price  is  fully  refund- 
able. 


If  you  are  purchasing  an  Oriental  rug,  you  need  to  learn  about  them.  Mistakes  can  be  costly;  so  know  some 
facts  before  you  buy: 

1.  There  are  many  rugs  around  which  may  look  similar  to  Persian  ones  and  may  be  named  Iranian-sounding 
names  to  confuse  you.  Look  for  the  label,  "Made  in  Iran". 

2.  Even  all  genuine  Orientals  are  not  Persian  and  not  necessarily  what  you  have  learned  about  their  value  and 
durability. 

3.  Stores  and  auctioneers  often  sell  unauthentic  or  worn-out  Persian  rugs  for  far  too  much.  A good  Iranian  rug 
is  not  out  of  reach,  and  if  it  is  genuine  it  will  hold  or  increase  its  value. 

4.  Do  not  count  much  on  the  words,  Princess,  Contract,  Signed,  Collector's  Item,  Royal,  Imperial,  Prayer,  etc. 
They  are  all  part  of  a sales  pitch  or  gossip.  Rugs  are  named  by  the  village  or,  more  often,  the  region  of  ori- 
gin. The  quality  of  the  rug  may  vary  greatly  regardless  of  the  name.  So,  you  should  judge  a rug  by  its  own 
individual  merits,  not  by  the  name. 

I would  be  happy  to  help  you  learn  more  about  Orientals  and  assist  you  in  any  way  in  your  selection. 


Roller-type  Loom 


Please  call  358-1711 
also  recommend  me  to  your  friends 

Thank  you 
Amir  Zinat 

2002V2  Staples  Mill  Road 
Richmond,  Virginia 


(on  the  back  side  of  Cross  Roads  Shopping 
Center) 
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A resource  for  therapies,  including  a 
school  for  emotionally  disturbed  children 


The  Human  Resource  Institute  of  Norfolk  offers  individualized  treat- 
ment programs  within  a therapeutic  community  to  all  ages  and  diag- 
nostic categories  of  mentally  and  emotionally  disturbed  adults,  adoles- 
cents, and  children.  By  utilizing  various  individual  and  group  therapies 
the  patient  becomes  aware  of  his  own  feelings  and  his  relationship  to 
others.  The  diversified  therapies  increase  the  individual’s  self-esteem 
and  encourage  him  to  function  in  an  effective  manner. 

An  intensive  program  of  community  activities  offered  through  the 
Creative  Services  Department  promotes  interpersonal  relationships 
among  patients  and  staff,  and  stimulates  the  patient’s  creative  poten- 
tial. Activities  such  as  dance  therapy,  recreational  therapy,  occupa- 
tional therapy,  psychodrama,  music  therapy,  and  personal  appearance 
therapy  are  individualized  according  to  the  patient’s  needs.  1 

An  integral  part  of  treatment  for  the  emotionally  disturbed  adolescent 
or  child  is  the  continuance  of  his  education  in  a therapeutically  con- 
trolled environment.  HUMAN  RESOURCE  ACADEMY,  a fully  licensed 
and  certified  school,  promotes  learning  with  teachers  specially  trained 
in  teaching  the  emotionally  disturbed  and  learning  disabled  students. 


Pharmaceutical  therapy  and  close  association  with  consultant  physicians 
of  all  specialities  are  important  aspects  of  patient  care  at  Human 

Resource  Institute. 

To  find  out  more  about  our  comprehensive  program  contact  the  Co- 
Medical  Directors,  Dietrich  W.  Heyder,  M.D.,  F.A.P.A.,  or  Fathy  A. 
Abdou,  M.D.,  F.A.P.A.,  Human  Resource  Institute  of  Norfolk,  Human 
Resources  Building,  100  Kingsley  Lane,  Norfolk,  Virginia  23505.  Phone 

(804)  489-1072. 
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sruptive  anxiety  usually  meets  its  match  here. 


ften  effective  when  reassurance  and  counseling  are  insufficient. 
Ihree  dosage  strengths  to  meet  most  therapeutic  needs. 


e e prescribing,  please  consult  complete 
il  information,  a summary  of  which 
MM 

ic  ations:  Relief  of  anxiety  and  tension 
jrpg  alone  or  accompanying  various 
a | states. 

0 -aindications:  Patients  with  known 
erhnsitivity  to  the  drug. 

'a'ings:  Caution  patients  about  possible 
ib|ed  effects  with  alcohol  and  other  CNS 
■C  ants.  As  with  all  CNS-acting  drugs, 
tic,  patients  against  hazardous  occupa- 
s quiring  complete  mental  alertness 
aerating  machinery,  driving).  Though 
si  I and  psychological  dependence  have 
:ly  een  reported  on  recommended  doses, 
c tion  in  administering  to  addiction- 
i6  idividuals  or  those  who  might  increase 
ag  withdrawal  symptoms  (including 
vi  ions),  following  discontinuation  of  the 
g i d similar  to  those  seen  with  barbitu- 
:s,  ave  been  reported.  Use  of  any  drug  in 
gncy,  lactation,  or  in  women  of  child- 
rn  age  requires  that  its  potential  benefits 
/ve  hed  against  its  possible  hazards, 
'reiutions: 

>R  In  the  elderly  and  debilitated  and  in 
idi  i over  six,  limit  to  smallest  effective 
ag  (initially  10  mg  or  less  per  day)  to 
cl  e ataxia  or  oversedation,  increasing 
di  ly  as  needed  and  tolerated.  Not  recom- 
nc  1 in  children  under  six. 

N.  ;tablE:  Keep  patients  under  observa- 
i,  eferably  in  bed,  up  to  three  hours  after 
iahjection;  forbid  ambulatory  patients  to 
■ra  vehicle  following  injection;  do  not 
nil  iter  to  patients  in  shock  or  comatose 
:es  jse  reduced  dosage  (usually  25  to  50 
) f the  elderly  or  debilitated  and  for 
dn  age  twelve  or  older. 

)R  AND  INJECTABLE:  Though  generally 
reimmended,  if  combination  therapy 

1 cier  psychotropics  seems  indicated, 
efi  y consider  individual  pharmacologic 
;ct  particularly  in  use  of  potentiating 
np  inds  such  as  MAO  inhibitors  and 

•nc  liazines.  Observe  usual  precautions  in 
se  e of  impaired  renal  or  hepatic  func- 
i.  f radoxical  reactions  (e.g.,  excitement, 
notion  and  acute  rage)  have  been 
or  1 in  psychiatric  patients  and  hyper- 
iveggressive  children.  Employ  usual 


precautions  in  treatment  of  anxiety  states 
with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  pro- 
tective measures  necessary.  Variable  effects 
on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the  elderly 
and  debilitated.  These  are  reversible  in  most 
instances  by  proper  dosage  adjustment,  but 
are  also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syncope 
has  been  reported.  Also  encountered  are 
isolated  instances  of  skin  eruptions,  edema, 
minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido— all  infrequent 
and  generally  controlled  with  dosage  reduc- 


tion; changes  in  EEG  patterns  (low-voltage 
fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including  agran- 
ulocytosis), jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy. 

With  the  injectable  form,  isolated  instances 
of  hypotension,  tachycardia  and  blurred  vision 
have  been  reported;  also  hypotension  asso- 
ciated with  spinal  anesthesia,  and  pain 
following  I.M.  injection. 

Usual  Daily  Dosage:  Individualize  for  maxi- 
mum beneficial  effects.  Oral:  Adults:  Mild  and 
moderate  anxiety  and  tension,  5 or  10  mg 
t.i.d.  or  q.i.d.-  severe  states,  20  or  25  mg  t.i.d. 
or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to  q.i.d. 
(See  Precautions.) 

For  Parenteral  Administration:  Should  be 
individualized  according  to  diagnosis  and 
response.  While  300  mg  may  be  given  during 
a 6-hour  period,  do  not  exceed  this  dose  in 
any  24-hour  period.  To  control  acute  condi- 
tions rapidly,  the  usual  initial  adult  dose  is 
50  to  100  mg  I.M.  or  I.V.  Subsequent  treat- 
ment, if  necessary,  may  be  given  orally. 

(See  Precautions.) 

Supplied: 

Oral:  Librium®  (chlordiazepoxide  HCI) 
Capsules— 5 mg,  10  mg,  25  mg— bottles  of  100 
and  500;  Tel-E-Dose®  packages  of  100;  Pre- 
scription Paks  of  50,  available  singly  and  in 
trays  of  10. 

Libritabs®  (chlordiazepoxide)  Tablets— 

5 mg,  10  mg  and  25  mg— bottles  of  100  and 
500. 

Injectable:  Librium®  (chlordiazepoxide 
HCI)  Ampuls— Duplex  package  consisting  of 
a 5-ml  dry-filled  ampul  containing  100  mg 
chlordiazepoxide  HCI  in  dry  crystalline  form, 
and  a 2-ml  ampul  of  Special  Intramuscular 
Diluent  (for  I.M.  administration).  Before  pre- 
paring solution  for  I.M.  or  I.V.  administration, 
please  consult  package  insert  for  instructions 
on  preparation  and  administration  of  solu- 
tions. Boxes  of  10. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  New  Jersey  07110 


Librium 

(chlordiazepoxide  HCI) 


5mgf10mg, 

25  mg  capsules 


eat  see  following  page. 


® ' 


isruptive  anxiety  usually  meets  its  match  here. 





ROCHE 


Librium 

(chlordiazepoxide  HC1) 

5 mg,  10  mg, 

25  mg  capsules 


Please  see  preceding  page  for  summary  of  product  information. 
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Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequenc 
and/or  severity  of  grand  mal  seizures  ma 
require  increased  dosage  of  standard  ant 
convulsant  medication;  abrupt  withdraws 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres 
sants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mu 
cle  cramps,  vomiting  and  sweating).  Kee 
addiction-prone  individuals  under  carefu 


THE  FRANCIS  A.  COUNTWAY 
LIBRARY  OF  MEDICINE 
BOSTON 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
:essive  anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 

:an  provide  relief  for  both— as 
he  excessive  anxiety  is  re- 
ieved,  the  depressive  symp- 
oms  associated  with  it  are  also 
)ften  relieved. 

There  are  other  advan- 
ages  in  using  Valium  for  the 
nanagement  of  psychoneu- 
otic  anxiety  with  secondary 
lepressive symptoms:  the 
psychotherapeutic  effect  of 
/alium  is  pronounced  and 
apid.  This  means  that  im- 
•rovement  is  usually  apparent 
n the  patient  within  a few 
ays  rather  than  in  a week  or 


two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 

For  further  information 
on  this  subject,  the  following 
references  are  provided: 

1.  Henry  BW,  el  ah  Dis  Nerv 
Syst  30:675-679,  Oct  1969. 

2.  Hollister  LE,  el  al:  Arch  Gen 
Psychiatry  24:273-278,  Mar  1971. 

3.  Claghorn  J : Psychosomatics 
77:438-441,  Sept-Oct  1970. 


2-mg,  5-mg,  10-mg  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


urveillance  because  of  their  predisposi- 
on  to  habituation  and  dependence.  In 
regnancy,  lactation  or  women  of  child- 
earing  age,  weigh  potential  benefit 
gainst  possible  hazard, 
recautions:  If  combined  with  other  psy- 
hotropics  or  anticonvulsants,  consider 
arefully  pharmacology  of  agents  em- 
loyed;  drugs  such  as  phenothiazines, 
arcotics,  barbiturates,  MAO  inhibitors 
id  other  antidepressants  may  potentiate 
3 action.  Usual  precautions  indicated  in 
atients  severely  depressed,  or  with  latent 
apression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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THE  GREATEST  SINGLE  THREAT 
TO  YOUR  FINANCIAL  STABILITY  IS 

DISABILITY! 

NOW  YOU  CAN  INSURE  AGAINST  THAT  THREAT 

IMPORTANT  NEW  IMPROVEMENTS 
HAVE  JUST  BEEN  MADE 

Now  for  a very  modest  premium  you  can  have  an  income  up  to  $2,000  a month  if 
you  are  disabled  and  unable  to  practice.  Plus  under  the  new  “Add-On”  Supplement, 
another  $1,000  a month  after  a 365  day  waiting  period.  With  the  10%  claim  bonus 
now  in  force  the  total  is  $3,300  a month! 

OTHER  FEATURES 

■ Survivor’s  benefits  at  no  increase  in  premium 

■ Conversion  privilege  to  age  65 

■ Coverage  anywhere  in  the  world,  24  hours  a day,  365  days  a year 

■ Special  low-cost  plan  designed  for  the  younger  doctors 

■ Renewable  to  age  75 

■ Few  exclusions — even  private  flying  is  included 

■ Pays  in  addition  to  any  other  insurance  you  may  carry. 

You  can  receive  information  immediately  by  writing  or  phoning  (collect) 
the  administrator.  A minute  of  your  time  now  will  provide  you  and  your  family 
an  income  when  it’s  needed  most. 

Program  administered  by: 

David  A.  Dyer 


Roanoke,  Virginia  24011 
Call  Collect:  (703)  344-5000 


FRED  W.  HALL 

Northern  Representative 

8924  Orange  Hunt  Lane 
Annandale,  Virginia  22003 
Call:  978-8087 

FRED  E.  HAMLIN,  JR. 

Associate 


DAVID  A.  DYER  & ASSOCIATES  has  been  awarded  the  seal  of  the  American 
Institute  of  Professional  Association  Group  Insurance  Administrators.  Mem- 
bership in  this  group  is  by  invitation  only. 


Other  Group  Plans  for  Your  Protection 


1.  “Daily  In-Hospital  (pays  up  to  $200 
a day  directly  to  you)* 

(Lifetime  Renewable) 

5. 

Professional  Overhead  Expense 
(up  to  $3,500  monthly) 

2.  Major  Hospital  Nursing 

3.  $250,000  Excess  Major  Medical 

(Lifetime  Renewable)* 

6. 

“Guarantee  Issue  Life 

Insurance* 

4.  “High  Limit  Accidental  Death  & 

Dismemberment  plus  Permanent 

7. 

Special  Income  Protection* 

Total  Disability  Benefits 
(up  to  $250,000)* 

8. 

Disability  Income  Plans  for 

Employees 

‘Guarantee  lisue  “Available  to  Employees 


These  plans  are  IDEAL  for  INDIVIDUALS,  PARTNERSHIPS  and  CORPORATIONS 
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Oriental  Rugs 


My  name  is  Amir  Zinat;  I am  Iranian.  Years 
ago  as  a graduate  student  in  the  U.S.,  I noticed  the 
big  difference  in  the  price  of  Orientals  in  my  home- 
land and  here.  So  I asked  my  people  to  send  me 
many  rugs.  I have  chosen,  as  my  business,  to  sell 
these  rugs  at  more  reasonable  prices.  These  rugs  may 
be  exchanged,  are  guaranteed  to  increase  in  value, 
are  selected  by  natives,  and  the  price  is  fully  refund- 
able. 


If  you  are  purchasing  an  Oriental  rug,  you  need  to  learn  about  them.  Mistakes  can  be  costly;  so  know  some 
facts  before  you  buy: 

1.  There  are  many  rugs  around  which  may  look  similar  to  Persian  ones  and  may  be  named  Iranian-sounding 
names  to  confuse  you.  Look  for  the  label,  "Made  in  Iran". 

2.  Even  all  genuine  Orientals  are  not  Persian  and  not  necessarily  what  you  have  learned  about  their  value  and 
durability. 

3.  Stores  and  auctioneers  often  sell  unauthentic  or  worn-out  Persian  rugs  for  far  too  much.  A good  Iranian  rug 
is  not  out  of  reach,  and  if  it  is  genuine  it  will  hold  or  increase  its  value. 

4.  Do  not  count  much  on  the  words,  Princess,  Contract,  Signed,  Collector's  Item,  Royal,  Imperial,  Prayer,  etc. 
They  are  all  part  of  a sales  pitch  or  gossip.  Rugs  are  named  by  the  village  or,  more  often,  the  region  of  ori- 
gin. The  quality  of  the  rug  may  vary  greatly  regardless  of  the  name.  So,  you  should  judge  a rug  by  its  own 
individual  merits,  not  by  the  name. 

I would  be  happy  to  help  you  learn  more  about  Orientals  and  assist  you  in  any  way  in  your  selection. 


Roller- type  Loom 


Please  call  358-1711 
also  recommend  me  to  your  friends 

Thank  you 
Amir  Zinat 

2002 V2  Staples  Mill  Road 
Richmond,  Virginia 

(on  the  back  side  of  Cross  Roads  Shopping 
Center) 
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SAVE  MONEY! 

Take  advantage  of  The  Medical  Society  of  Virginia- 
sponsored  Master  Retirement  Plans 

1^vTv^^vTvTvT^TViVT\/TvivT^^^^^v1vtvTvTviv1vTvTvTvfvTv1vTvivTw\/TV 

Mail  coupon  for  information 

MSV  RETIREMENT  PLANS 

2425  Wilson  Boulevard,  Arlington,  Va.  22201 

Please  send  information  regarding: 

( ) Self-employed  Retirement  Plan 

( ) Professional  Corporation  Retirement  Plans 

( ) Tax-deferred  annuity  plan  for  employees  of  private  non-profit  organizations 

Name 

Address — 

Phone  


GOING  INTO  PRACTICE  ? 
CONSIDER  NORTH  CAROLINA 


North  Carolina’s  Physician  Location  Assistance  Program  Offers  You: 


—the  chance  to  discuss  practice  opportunities  in 
40  communities  from  the  coast  to  the  mountains 

—the  opportunity  for  you  and  your  spouse  to  visit 
a community  with  the  right  kind  of  life  style  and 
medical  practice  organization 


—the  chance  to  join  a group,  partnership,  associa- 
tion or  to  establish  a new  practice 

—the  opportunity  to  work  with  physician  extend- 
ers if  you  so  desire 


Making  Your  Future  Plans  Requires  A Lot  of  Information 

The  Physician  Location  Assistance  Program  Has  Information  On  40  Communities  For  Your  Consideration 


Please  Send  Me  More  Information  About  North  Carolina 

□ General  Practice 


- □ 

Emergency  Medicine 

Physician  Location  Assistance  Program 

f.rw 

M-aos  LMt 

Department  of  Human  Resources 

AriHrtt** 

. □ 

Internal  Medicine 

Box  12200  C 

Raleigh,  N.  C.  27605 

Strwt 

- □ 

Osteopath 

Crty 

State  Zx>  Coo* 

natfi  Available 

□ 

OB/GYN 

Work  Phone 

. □ 

Family  Practice 
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EXECUTIVE/PROFESSIONAL 

LOANS 
BY  MAIL 

$3,500  TO  $25,000 

Unsecured  (signature  only)  for  any 
reason  or  purpose.  Up  to  8 years 
for  repayment.  For  information  in 
complete  confidence,  call  262-5969 
or  write: 


Financial  Resources  Co. 

P.  O.  Box  502 
Richmond,  Virginia  23204 

NAME  

ADDRESS  

CITY STATE ZIP. 


Iv’i  is  M 

who  goes 
for  checkups? 


In  a recent  survey,  90%  of 
patients  said  they  would  have 
annual  checkups  if  their 
physicians  iold  them  to  do  so. 
This  confirmed  what  we  have 
long  known— your  key  role, 
doctor,  in  motivating  your 
patients  to  follow  good  health 
practices.  We  alert  the  public 
with  facts  about  cancer.  You 
follow  through  by  urging 
regular  checkups.  A life-saving 
combination. 

American  Cancer  Society*!  ? 


The  Williams  Printing  Company 

Richmond,  Virginia  2321  1 
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BRITISH  ISLES  ADVENTURE 

PLUS  HOLLAND 

A Two-Week  Do-As-You-Please  Holiday  In 
Ireland — Holland — England 

$1038 


INCLUDES:  ^Direct  Flights  on  Chartered  World  Airways  Jets 

•Deluxe  Hotels  in  Each  City 
•American  Breakfast 

•Dinner  at  a Selection  of  the  Finest  Restaurants 
•Travel  Director  and  Hospitality  Desk  to  assist  at  all  times 
•Generous  70  Lb.  Baggage  Allowance 

Departing  Richmond  - July  22,  1975 


RETURN  THIS  COUPON  TODAY 
I 

The  Medical  Society  of  Virginia 
Send  to:  4205  Dover  Road 

Richmond,  Virginia  23221 

Enclosed  is  my  check  for  $ 


SPACE  STRICTLY  LIMITED 


$100  per  person  as  deposit. 


Names 


Address 


City 


State 


.Zip 


Another  Non-Regimented  INTRAV  Deluxe  Adventure 


An  Open  Letter 
to 

Medical  Professionals 


Many  physicians  are  seeking  relief  from  the  ever 
increasing  pressures  of  medical  practice  within  the 
private  health  care  sector.  The  United  States  Air 
Force  Medical  Service  is  offering  an  alternative  form 
of  medical  practice  to  all  physicians  who  have  not 
reached  their  58th  birthday.  Frankly,  we  are  proud 
of  the  quality  health  care  the  Air  Force  Medical 
Service  provides  and  would  briefly  take  this  op- 
portunity to  present  you  a challenge  to  service. 

The  Air  Force  physician  practices  medicine  in  a 
collective  endeavor  with  the  entire  gamut  of  medi- 
cal specialties  and  the  finest  trained  allied  health 
care  professionals  available.  All  United  States  Air 
Force  Hospitals  are  accredited  by  the  Joint  Com- 
mission and  are  equipped  with  the  finest  medical 
instrumentation  available.  The  very  finest  health 
care  is  provided  to  every  patient  without  regard  to 
the  patient's  ability  to  pay.  The  professional  chal- 
lenges of  medical  practice  and  the  medical  educa- 
tion opportunities  within  the  Air  Force  Medical 
Service  are  unlimited.  The  Air  Force  physician  has 
more  time  for  family  and  personal  development  in 
comparison  to  his  civilian  counterpart.  The  liberal 
fringe  benefits  made  available  to  the  Air  Force 
physician  provide  for  a secure,  predictable  and 
satisfying  life  style;  e g.,  30  day  paid  vacation  an- 
nually, advancement,  travel,  medical  education,  pro- 
fessional pay  and  recreational  opportunities. 

Your  time  is  very  valuable  and  thus  the  brevity 
of  this  informational  offering.  However,  you  owe 
it  to  yourself  to  consider  this  alternative  medical 
practice.  Positions  are  available  in  primary  health 
care  delivery,  all  major  medical  specialties.  Initial 
appointment  can  range  in  the  grades  Captain 
through  Lieutenant  Colonel  with  a starting  salary 
range  from  $30,000-$43,000  (bonus  included) 
based  on  your  education,  civilian  experience  and 
prior  U.S.  military  service.  Guaranteed  assignments 
can  be  arranged  at  specific  Air  Force  Medical  Facil- 
ities in  the  United  States  and  overseas,  depending 
on  your  specialty. 


For  further  information 

Contact  Your  Air  Force 
Medical  Representative 

at:  421  N.  Howard  St. 
Baltimore,  Md.  21201 

or  call  collect:  301-385-2858 


Rondomycin 

(methacycline  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  of  the  tetracyclines 
WARNINGS:  Tetracycline  usage  during  tooth  development  (last  hall  ol  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown).  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses 
Enamel  hypoplasia  has  also  been  reported  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  nol  likely  to  be  effective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development ) 
Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping fetus  (often  related  to  retardation  ol  skeletal  development)  Embryotoxicity  has 
also  been  noted  in  animals  treated  early  in  pregnancy 

Usage  in  newborns,  infants,  and  children.  (See  above  WARNINGS  about  use  during 
tooth  development ) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-lormmg  tissue  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued 
Tetracyclines  are  present  in  milk  of  lactating  women  taking  tetracyclines 
To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
lunction.  reduce  usual  total  dosage  and  it  therapy  is  prolonged,  consider  serum  level  de- 
terminations ol  drug  The  anti-anabolic  action  of  tetracyclines  may  increase  BUN  While 
not  a problem  m normal  renal  function,  in  patients  with  significantly  impaired  lunction. 
higher  tetracycline  serum  levels  may  lead  to  azotemia  hyperphosphatemia,  and  acidosis 
Photosensitivity  mamtested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
vised. and  treatment  should  be  discontinued  at  first  evidence  ol  skin  erythema 
PRECAUTIONS:  II  superinfection  occurs  due  to  overgrowth  ol  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy 
In  venereal  disease,  when  coexistent  syphilis  is  suspected  perlorm  darktield  exami- 
nation before  therapy,  and  serologically  test  lor  syphilis  monthly  lor  at  least  lour  months 
Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity,  patients  on  an- 
ticoagulant therapy  may  require  downward  adiustment  ol  their  anticoagulant  dosage 
In  long-term  therapy,  perlorm  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic) 

Treat  all  Group  A beta-hemolytic  streptococcal  infections  lont  least  10  days 
Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin 

ADVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  lorms)  anorexia  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis,  inflammatory  lesions  (with  mond- 
ial overgrowth)  in  the  anogenital  region 

Skin:  maculopapular  and  erythematous  rashes,  exfoliative  dermatitis  (uncommon)  Pho- 
tosensitivity is  discussed  above  (See  WARNINGS) 

Ranal  toxicity:  rise  m BUN  apparently  dose  related  (See  WARNINGS) 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura 
pericarditis,  exacerbation  ol  systemic  lupus  erythematosus 
Bulging  fontanels,  reported  in  young  infants  after  lull  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued 
Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosmophilia 
Over  prolonged  periods,  tetracyclines  have  been  reponed  to  produce  brown- black  mi- 
croscopic discoloration  of  thyroid  glands,  no  abnormalities  ol  thyroid  lunction  studies  are 
known  to  occur 

USUAL  DOSAGE:  Adults- 600  mg  daily,  divided  into  two  or  four  equally  spaced  doses 
More  severe  infections  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours  Gonorrhea  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated Rondomycin'  (methacycline  HCI)  may  be  used  lor  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule  900  mg  initially,  followed  by  300  mg 
q i d for  a total  of  5 4 grams 

for  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams  ol 
Rondomycin'  (methacycline  HCI)  in  equally  divided  doses  over  a period  ol  10-15  days 
should  be  given.  Close  lollow-up.  including  laboratory  tests,  is  recommended. 

Eaton  Agent  pneumonia  900  mg  daily  lor  six  days 
Children  - 3 to  6 mg/lb/day  divided  into  two  to  lour  equally  spaced  doses 
Therapy  should  be  continued  lor  at  least  24  48  hours  after  symptoms  and  lever  have 
subsided 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair  ab- 
sorption and  are  contraindicated  Food  and  some  dairy  products  also  interfere  Give  drug 
one  hour  before  or  two  hours  alter  meals  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  al  least  one  hour  prior  to  feeding 
In  patients  with  renal  impairment  (see  WARNINGS)  total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses 

in  streptococcal  infections,  a therapeutic  dose  should  be  given  for  at  least  to  days 
SUPPLIEO:  Rondomycin  (methacycline  HCI)  150  mg  and300  mg  capsules,  syrup  con- 
taining 75  mg/5  cc  methacycline  HCI 

Before  prescribing,  consult  package  circular  or  latest  PDR  information. 
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When  the  focus  is  on  bronchitis  due  to 
susceptible  strains  of  H.  influenzae  and  pneumococci* 


' 


Rondomycin  300 

[metihncycline  HCI]  Capsues 

Delivers  from  the  very  first  dose: 

Studies  show  that  after  the  first  dose  serum  levels  rapidly  rise  above 
minimum  in  vitro  inhibitory  concentrations 


*Since  many  strains  are  known  to  be  resistant,  routine  sensitivity  testing  is  recommended 


WE  DELIVER  COMMERCIAL  MODULAR 
BUILDINGS  FASTER  AND  MORE  EFFICIENTLY 

THAN  CONVENTIONAL  CONSTRUCTION- 
ALL  YOU  HAVE  TO  DO  IS  MOVE  IN! 

When  you  think  about  that  new  building  many  worries  come  to  mind,  such  as,  inflationary  material 
costs,  labor  problems,  late  deliveries,  weather  delays  . . . 

Usry’s  Commercial  Division  relieves  you  of  these  headaches.  Our  project  managers  coordinate 
the  activities  of  contract  architects,  engineers  and  site  construction  firms  to  assure  that  your  building  is  erected 
faster  and  at  less  cost. 

We  can  provide  you  with  medical  centers,  professional  offices,  retail  stores,  educational  facilities, 
banks,  any  type  of  building.  Our  buildings  are  individually  designed  to  meet  your  structural  and  use  requirements. 

The  Usry  organization  has  been  involved  with  manufactured  structures  for  25  years  and  represents 
the  finest  commercial  building  manufacturers  in  the  South.*  Our  years  of  experience  will  save  you  valuable  time 
and  money. 

Give  Bob  Gracey  a call,  you’ll  be  surprised  how  efficiently  we  can  get  you  into  that  new  building. 


WE  TAKE  TH  E WORRY  OUT  OF  CONSTRUCTION 


USRN 

Commercial  Division  P.O.  Box  27463  1415  Chamberlayne  Avenue 
Richmond,  Virginia  23261  Phone  (804)  321-4500 


♦Coastal  Mobile  & Modular,  Continental  Homes,  Structures  of  America,  USCO,  Virginia  Homes.  Commercial 
structures  manufactured  by  these  firms  are  certified  to  be  in  compliance  with  all  applicable  building  codes. 


You  can  make  a lot  of  it  * 

and  still  end  up  broke. 


How  you  handle  your  money  is  no  laughing  matter. 
That’s  why  you  want  your  investments  to  be  tailored  to  meet 
your  own  individual  needs.  With  the  direct,  personal  involve- 
ment needed  to  help  you  reach  your  particular  investment 
goals.  And  that’s  where  we  come  in. 

At  Montag,  Caldwell  and  Long,  we  believe  professional 
money  management  should  be  a person-to-person  thing. 

We  know  that  your  investment  objectives  are  yours  and 
yours  alone.  And  that’s  the  way  we  handle  them.  Each  port- 
folio is  individually  managed.  There  are  no  “pooled”  funds. 
We  work  directly  with  you  to  establish  the  long  range  program 
that  will  best  meet  your  objectives.  We  will  manage  investment 
plans  for  you,  your  family,  your  estate,  or  your  trust.  And  for 
your  business,  we  manage  employee  benefit  plans  that  include 
pension  funds,  profit  sharing  funds  and  professional  retire- 
ment plans. 

We  specialize  in  the  continuing  supervision  of  port- 
folios consisting  of  publicly  traded  stocks  and  bonds.  Plus 
where  and  when  appropriate,  cash  and  other  liquid  instru- 
ments. With  our  partner  firm,  Montag  and  Caldwell  Inc.  of 
Atlanta,  we  are  able  to  offer  you  complete  investment  coun- 
seling services.  Backed  by  in-depth  investment  research,  sta- 
tistical studies,  stock  analysis  and  much  more.  But  most 
important  of  all,  we  are  able  to  give  you  the  individualized 
professional  attention  you  deserve. 

If  you’re  concerned  about  where  your  money’s  going , 
before  it’s  all  gone,  contact  us  today. 

Effective  money  management  is  a very  personal  thing; 
when  you  call  804/643-2705,  you’re  calling  a person-to-person. 


Montag,Caldwellf*  (^Long 

627  East  Main  Street  (Room  914)  Richmond,  Virginia  2321 Investment  Counselors 


The  MUDRANES 

Discreet  formulations  of  four  well  regarded  drugs  for  the  relief  of  bronchial 
distress — Potassium  Iodide,  Glyceryl  Guaiacolate,  Aminophylline,  Ephedrine  with 
Phenobarbital  (to  lessen  cardiac  stimulation). 
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INDICATIONS:  For  the  prompt  symptomatic  relief 
of  bronchial  asthma,  emphysema  and  bronchiectasis. 
The  Mudranes  dilate  the  bronchi  and  liquefy  mucus 
plutrs.  DOSAGE:  Tablet;  One  tablet  with  a full  frlass 
of  water  3 or  4 times  daily  as  required.  Divide  tablet 
for  child’s  dose.  Elixir;  Children,  1 cc  for  each  10  lbs. 
of  body  weight.  May  be  repeated  3 or  4 times  a day. 
Adult,  one  tablespoonful  4 times  daily.  All  doses  should 
be  followed  with  a glass  of  water. 

CONTRAINDICATIONS : Aminophylline  Theophylline  is  contraindicated  in 
the  presence  of  severe  cardiac  arrhythmias  and  patients  with  massive  myocardial 
damage.  Ephedrine,  in  presence  of  severe  heart  disease,  extreme  hypertension, 
and  in  hyperthyroidism.  Phenobarbital.  in  porphyria  and  in  patients  with 
known  phenobarbital  sensitivity.  Potassium  Iodide,  in  pregnancy  (to  protect  the 
fetus  against  possible  iodine-induced  depression  of  thyroid  activity),  in  tubercu- 
losis (produces  gumma  dissolution),  and  in  acne;  also  in  the  presence  of  known 
iodide  sensitivity.  PRECAUTIONS:  Aminophylline  Theophylline  should  be 
avoided  in  patients  with  massive  myocardial  damage  and  or  severe  cardiac 


arrhythmias.  In  children,  overdose  may  cause  vomiting,  cardiac  arrhythmias, 
and  severe  agitation.  Ephedrine  should  be  used  with  caution  in  the  presence  of 
severe  cardiac  disease,  particularly  arrhythmias  and  angina  pectoris;  avoid  in 
hyperthyroidism  and  severe  hypertension.  Phenobarbital  may  be  habit-forming 
Avoid  overdosage.  Potassium  Iodide:  Discontinue  in  the  presence  of  skin  rash, 
swelling  of  the  eyelids  and  severe  frontal  headache.  Long  use  may  cause  goiter. 
ADVERSE  REACTIONS:  Aminophylline  Theophylline  may  cause  nausea, 
cardiac  arrhythmias,  and  aggravate  severe  myocardial  disease.  It  may  cause 
headaches  and  tachycardia.  Vomiting  and  dizziness  are  not  uncommon.  Ephed- 
rine: In  patients  hypersensitive  to  CNS  stimulation,  ephedrine  may  cause  nerv- 
ousness. tachycardia,  extrasystole  and  ventricular  arrhythmias.  May  cause  uri- 
nary retention,  especially  in  the  presence  of  partial  prostatic  obstruction. 
Psychoneurosis  may  be  aggravated.  Pre-existing  anginal  pain  will  be  aggra- 
vated. Phenobarbital  may  produce  severe  skin  rash.  Avoid  overdosage.  May  be 
habit-forming.  Potassium  Iodide  may  cause  nausea.  Over  very  long  period  of 
use.  iodides  cause  goiter.  Discontinue  if  patient  develops  skin  rash,  eye  irrita- 
tion. eyelid  swelling,  or  severe  frontal  headache. 

HOW  SUPPLIED:  Mudrane  and  Mudrane  GG  avail- 
able in  bottles  of  100  and  1000  tablets;  Mudrane-2  and 
Mudrane  GG-2  in  100s;  Elixir  in  pints  and  half-prallons. 


Federal  law  prohibits  dispensing  without  prescription. 


WILLIAM  P.  POYTHKESS  <fc  COMPANY.  INC..  II ICHMOND,  VIRGIN!  A 232151 


the  weight  of  scientific  opinion: 


If  the  pharmacist  substituted  a 
chemically  equivalent  drug  for  the 
one  you  have  specified  for  your 
patient— could  you  be  certain  of  that 
product’s  safety  and  effectiveness 
simply  because  the  chemical  content 


was  the  same? 


Definitely  not,  unless  bio- 
equivalence tests  and  other  quality 
assurance  checks  had  been  conducted 
The  pharmaceutical  industry  and 
many  scientists  have  maintained  this 
position  for  years,  but  others  have 
questioned  it.  Now  the  Office  of 
Technology  Assessment  of  the 
Congress  of  the  United  States  has 
reported  on  the  issue  in  its  Drug 
Bioequivalence  Study.* 


Here  are  a few  definitive  state- 
ments in  the  O.T.A.  report: 

“. . . the  problem  of  bioinequiva- 
lency in  chemically  equivalent  prod- 
ucts is  a real  one.  Since  the  studies  in 
which  lack  of  bioequivalence  was 
demonstrated  involved  marketed 
products  that  met  current  compen- 
dial standards,  these  documented  in- 
stances constitute  unequivocal 
evidence  that  neither  the  present 
standards  for  testing  the  finished 
product  nor  the  specifications  for 
materials,  manufacturing  process, 
and  controls  are  adequate  to  ensure 


that  ostensibly  equivalent  drug  prod- 
ucts are,  in  fact,  equivalent  in  bio- 
availability. 


DRUG 

bioequivalence 


(b)  biological  equivalence,  where 
bioavailability  test  methods  have 
been  validated  as  a reliable  means 
of  assuring  clinical  equivalence;  or 

(c)  where  such  validation  is  not 
possible,  therapeutic  equivalence. 

In  addition,  the  PM  A supports 
federal  legislation  that  would  require 
certification  of  all  manufacturers  of 
prescription  products  before  they 
could  start  in  business,  annual  in- 
spections and  certification  thereafter, 
and  strict  adherence  to  FDA  regula- 
tions on  good  manufacturing 


* practices. 


“While  these  therapeutic  fail- 
ures resulting  from  problems  of  bio- 
availability were  recognized  and 
well  documented,  it  is  entirely  possi- 
ble that  other  therapeutic  failures 
and  / or  instances  of  toxicity  that  had 
a similar  basis  have  escaped 


attention. 


The  overall  quality  of  the 
United  States  drug  supply  is  excel- 
lent. But  only  a total  quality  assur- 
ance program,  envisaged  in  these  and 
other  policy  positions  adopted  by  the 
PM  A Board  of  Directors  in  1974, 
can  bring  about  acceptable  levels  of 
performance  by  all  prescription  drug 
manufacturers  and  thereby  assure  the 
integrity  of  your  prescription . . . 


The  Pharmaceutical  Manufac- 
turers Association  supports  federal 
legislative  amendments  that  would 
require  manufacturers  of  duplicate 
prescription  pharmaceutical  prod- 
ucts, subject  to  new  drug  procedures, 
to  document: 

(a)  chemical  equivalence;  and 


Mil. 


Pharmaceutical  Manufacturers 
Association 

1155  Fifteenth  Street,  N.W 
Washington,  D.C.  20005 


*Copies  of  the  complete  report  on  Drug 
Bioequivalence  may  be  obtained  from  the 
Superintendent  of  Documents,  U.S. 
Government  Printing  Office,  Washington, 
D.C.  20402. 


protecting  the 
integrity  of 
your  prescription 


cefazolin  sodium 


Ampoules,  equivalent  to  1 Gm.  of  cefazolin 


Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
400380 
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The  Four  F's  of  Medical  Practice 

WHY  DOES  THE  PHYSICIAN,  blessed  in  health,  stamina,  and  intelli- 
gence; privileged  by  birth  and  inheritance,  most  often  his  own  boss  or  a 
valued  member  of  a clinic  or  group,  highly  paid  beyond  others  in  peer  pro- 
fessions, experience  problems  in  marriage,  children,  drugs,  alcohol,  depression 
and  suicide? 

Possibly  statistics  are  in  error.  Certainly  physicians  in  my  own  community 
seem  to  be  average  or  better.  Still,  what  could  be  the  special  factors  of  medical 
work  that  do  not  apply  to  other  occupations?  Dr.  Ephraim  Lisansky,  who 
is  both  a Professor  of  Medicine  and  an  Associate  Professor  of  Psychiatry  at 
the  University  of  Maryland,  has  expressed  this  as  applied  to  physicians  in 
practice  as  the  “Three  F Syndrome:  Failure,  Fatigue,  and  Frustration”.  He 
might  well  have  included  a fourth.  Fear,  considering  the  increasing  risk  and 
cost  of  malpractice,  government  interference,  and  the  rapid  growth  of  medi- 
cal knowledge.  A recurring  statement  from  some  medical  educators  that  con- 
tinues to  irritate  me  is  “the  half-life  of  a good  medical  education  is  four  to  five 
years”.  Irritation,  yes,  fear  probably  as  well,  although  there  is  a very  good 
argument  that  the  basics  of  medicines  do  not  change  that  much  or  that  fast. 
Does  one  order  daily  the  dozens  of  expensive,  modern,  usually  low  yield  tests, 
or  does  he  practice  by  clinical  judgment,  risking  the  jibe  from  beyond  the 
grave  from  the  unknown  and  probably  apocryphal  neurotic  who  had  carved 
on  her  tombstone,  “I  told  you  I was  sick”. 

Possibly  the  strain  of  the  Four  F’s  applies  less  to  specialists  since  they  limit 
themselves  to  a narrower  sphere  of  competence,  tending  less  to  get  involved 
in  patients’  emotional  problems  that  threaten  to  overwhelm  the  primary 
physician. 

On  the  positive  side  the  modern  physician  tends  to  protect  himself  and  his 
family  by  limiting  hours,  by  joining  groups,  subscribing  to  an  answering 
service  and  so  forth.  Since  our  emergency  room  opened  full  time,  I have 
reduced  my  office  hours  by  one-fourth.  Several  nights  a week,  I bless  the 
regular  physicians  who  staff  the  full  time  emergency  service  at  our  Memorial 
Hospital. 

I was  only  a little  surprised  to  learn  some  years  ago  from  a professor  of 
psychiatry  that  he  had  several  paying  patients,  themselves  psychiatrists,  who 
came  in  to  discuss  with  him  difficult  patients,  at  the  same  time  recharging 
their  own  depleted  emotional  batteries.  Ordinary  physicians  do  this,  in  a sense, 
with  hospital  consultations  and  conversations,  locker  room  and  otherwise.  We 


should  be  ready  to  do  it  for  one  another  earlier  and  without  avoidance  of 
basic  or  unpleasant  issues. 

Recently  I did  some  minor  surgery  for  a man  after  what  seemed  like  quite 
a long  office  day.  After  I had  finished,  I asked  him  how  he  felt,  his  answer 
was  “Great”.  I replied,  “Please  come  in  and  sit  down,  / need  to  talk  to  you'' 

It  would  seem  to  be  much  better  if  most  physicians  could  try  to  avoid  the 
White  Knight  or  No  Warts  syndrome  in  which  he  cannot  admit  either  to  a 
patient  or  to  a colleague  having  any  blemishes,  physical  or  otherwise,  and  will 
put  off  seeking  medical  care  for  himself,  possibly  dosing  himself  with  tran- 
quilizers or  worse.  Sir  William  Osier  might  not  have  approved  then;  probably 
he  would  now. 

Speaking  personally,  there  are  three  things  that  have  helped  me  to  see  what 
can  seem  like  a large  number  of  functional  patients  without  undue  emotional 
strain.  First,  an  office  counselor  with  his  own  consulting  room  to  get  an  emo- 
tional history  in  private  and  take  this  burden  from  me  and  the  nurses,  who, 
even,  if  interested,  often  do  not  have  the  time  or  the  privacy  to  draw  it  out. 

A second  help  is  a series  of  patient  instruction  sheets,  now  numbering  146, 
which  I have  made  up  and  mimeographed  over  the  years.  Titles  are  listed 
alphabetically,  ranging  from  Abdominal  Pain  down  through  Wry  Neck  and 
X-rays.  I have  recently  learned  that  W.  B.  Saunders  Company  in  Philadel- 
phia has  a similar  loose  leaf  book  of  sheets  which  can  be  removed  for  machine 
copying.  The  nurses  give  out  appropriate  sheets  beforehand,  certainly 
before  the  patient  leaves  the  office,  thus  cutting  down  on  the  tedious,  not  to 
mention  incomplete  and  poorly  retained,  explanations  that  the  doctor  should 
be  making  to  the  patient,  who,  in  general,  is  becoming  more  knowledgable 
medically.  This  together  with  the  nurses  and  my  discussion  of  the  sheets  puts 
me  into  the  comfortable,  if  smug,  position  of  the  old  country  preacher  who 
summed  up  his  technique  by  saying,  “I  tell  them  what  I am  going  to  tell  them, 
I tell  them,  and  then  I tell  them  what  I’ve  done  told  them.” 

Third,  and  probably  the  best  for  me  is  a Physician’s  Assistant  (PA).  Mine 
is  a recent  Duke  graduate  who,  although  on  the  sunny  side  of  forty,  has  been 
working  in  medicine  for  over  20  years,  first  as  a Navy  corpsman,  and  then 
as  a medical  technologist  and  x-ray  technician.  He  is  truly  a joy  to  work  with. 
Under  present  Virginia  law  he  is  registered  annually  under  my  license.  If 
you  can  not  get  a MD  associate,  or  think  you  need  another  one,  consider  the 
PA  to  cut  down  on  the  Four  F’s  of  medical  practice. 

Martin  Donelson,  Jr.,  M.D. 

1035  Main  Street 
Danville,  Virginia  24541 


Medical  Staff  Organization-A  Change  is  Needed 

DO  YOU  REMEMBER  THE  DAY  when  most  of  the  Medical  Staff  deci- 
sions were  made  in  the  coffee  shop  or  on  the  golf  course  or  when  hospital 
accreditation  was  based  on  hastily  written  minutes  covering  the  previous  two 
years  or  when  policies  were  established  by  force  of  personality  without  con- 
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sidering  the  total  hospital  picture?  Do  you  remember  those  good  old  days 
when  no  one  was  accountable  to  anyone,  and  when  financial  angels  bailed  out 
hospitals  in  distress?  These  days  are  gone  with  the  $3  office  call  and  $5  house 
call.  Also  going  is  the  Medical  Staff  organization  as  we  have  known  it. 

The  Medical  Staff  organization  with  its  precise,  specific  by  laws  and  its 
multiple  committees  is  archaic.  It  is  anachronistic  to  a simpler  time  when 
physicians  were  allowed  to  govern  themselves  with  accountability  to  no  one. 
The  “church”  mode  of  committee  formation  serves  to  keep  members  in- 
volved and  informed  but  it  is  wasteful  of  time,  deficient  in  expertise,  and  pro- 
duces little  of  value.  A change  in  structure  is  necessary  to  meet  present-day 
demands. 

Federal  laws,  including  Medicaid,  Medicare,  and  the  Bennett  Amendment 
(PSRO),  place  on  the  Medical  Staff  the  almost  impossible  task  of  quantifying 
the  quality  of  medical  care.  The  consumerism  movement  has  spawned  the 
concept  of  public  fiscal  and  performance  accountability  and  has  injected  a 
new  element  in  Medical  Staff  deliberations:  what  are  the  legal  ramifications? 
Formerly  a gentlemen’s  professional  organization,  the  Medical  Staff  now  must 
be  an  expert  in  data  collection,  summarization,  and  evaluation;  in  public  rela- 
tions; in  corporate  finances;  in  cost  effectiveness;  and  we  must  have  a legal 
sensitivity  rivalling  that  of  a lawyer. 

To  compound  our  problem,  the  same  demands  of  accountability  made  to  us 
also  have  been  made  to  the  lay  section.  It  has  reacted  to  this  by  reaffirming  the 
powers  that  formerly  lay  dormant  and,  in  some  instances,  assuming  more 
powers.  A local  hospital’s  by  laws  is  a well  written  document  setting  forth 
the  powers,  rights,  and  obligations  of  the  Medical  Staff.  Article  18  titled 
“Reserved  Authority  of  the  Board  of  Trustees”  reads  as  follows: 

“None  of  the  provisions  of  these  By  laws  or  the  Rules  and  Regula- 
tions of  the  Medical  Staff  nor  amendments  or  changes  thereto  shall 
in  any  way  be  construed  to  alter  the  authority  or  powers  of  the 
Board  of  Trustees  or  any  of  its  committees  as  prescribed  in  the 
Articles  of  Incorporation  of  the— Hospital  Association,  or  the  Bylaws 
of  the— Hospital  Association.” 

In  effect,  this  article  makes  the  Medical  Staff  by  laws  a document  sub- 
ordinate in  every  respect  to  the  power  and  wishes  of  the  Board  of  Trustees. 
Can  we  discharge  our  obligation  of  quality  medicine  when  we  do  not  have 
legal  position  of  strength?  Add  to  this  a weak  and  divisive  organizational 
structure  and  we  are  what  we  are:  a paper  tiger. 

Patients  are  best  served  when  professional  and  lay  forces  work  in  harmony 
usually  but  in  tensions  at  times.  Organizationally  speaking,  harmony  and  ten- 
sion should  be  dynamics  of  near  equal  powers.  The  power  of  the  loosely 
organized  Medical  Staff  cannot  match  that  of  the  Board  of  Trustees.  There- 
fore, the  present  Medical  Staff  organization  cannot  provide  the  counterbalance 
needed  to  insure  proper  selection  of  priorities  in  the  effort  to  provide  superior 
patient  care. 

This  imbalance  of  power  must  be  corrected  through  organizational  change. 
The  Medical  Staff  must  be  able  at  times  to  assume  an  adversary  position  when 
the  goals  of  the  lay  forces  and  those  of  the  professional  forces  are  different. 
It  must  have  a position  of  strength  from  which  it  can  negotiate  and  com- 
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promise  and,  hopefully  in  the  process,  distill  the  best  from  the  divergent 
positions. 

The  multiple  committee  structure  cannot  do  this.  An  area  hospital  accum- 
ulated substantial  reserves.  The  administrator  said  it  was  through  good  man- 
agement—the  physicians  said  it  was  at  the  expense  of  patient  care.  Yet  the 
Medical  Staff  was  unable  to  act  until  the  newspapers  spread  it  across  their 
pages. 

In  order  to  assume  our  new  role  the  Medical  Staff  must  abandon  the  multi- 
ple committee  structure  and  organize  along  corporate  lines.  This  will  involve 
centralization  of  authority  and  a build-up  of  administrative  capability  respon- 
sible only  to  the  Medical  Staff.  Our  155  bed  nonprofit  community  hospital 
has  begun  this  by  reducing  committees  from  twenty-two  to  five.  We  feel  that 
this  has  reduced  form  and  increased  substance. 

This  is  only  a start.  These  five  committees  should  be  eliminated  and  should 
be  replaced  by  a Board  of  Directors  of  the  Medical  Staff  of  not  more  than 
fifteen  members  and  from  these  an  Executive  Committee  of  five  members.  An 
administrative  staff,  headed  by  an  executive  vice-president  to  the  staff,  should 
be  assembled  with  the  capacity  and  expertise  to  carry  out  the  functions  man- 
dated by  law  and  consistent  with  the  tradition  of  medicine.  This  staff  should 
organize  and  distill  data  for  presentation  to  the  Board  of  Directors  of  the 
Medical  Staff  in  form  for  policy  decisions  or  as  operational  reports.  Special 
committees  could  be  appointed  from  time  to  time  to  deal  with  specific  prob- 
lems. By  laws,  as  now  written,  should  be  replaced  with  ones  of  a very  general 
nature,  concerned  mainly  with  organizational  structure.  Specific  requirements 
of  the  JCAH  should  be  embodied  in  policy  decisions  by  the  Board  of  Directors 
of  the  Medical  Staff  and  kept  in  a policy  manual,  thus  providing  flexibility 
to  adjust  to  changing  laws  and  conditions. 

This  table  of  organization  will  serve  any  community  hospital  large  or  small. 
It  will  do  the  job  required  of  us,  while  saving  countless  hours  of  physicians’ 
time. 

The  good  old  days  are  gone.  The  good  new  days  are  here  and  they  re- 
quire good  new  ways  of  discharging  our  Medical  Staff  obligations  in  an  ef- 
ficient and  thorough  manner,  maintaining  a balance  of  power  between  lay 
and  professional  forces  within  the  hospital. 

Alvin  E.  Conner,  M.D. 

8104  Sudley  Road 
Manassas,  Virginia  22110 
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Focal  Infection 

What  Happened  To  It? 

OSCAR  SWINEFORD,  JR.,  M.D. 

Charlottesville,  Virginia 


Focal  Infections,  once  the  fad, 
are  seldom  mentioned  now.  They 
continue  to  occur,  however,  and 
should  be  searched  for  and 
treated. 

WENTY-FIVE  YEARS  AGO  Focal  In- 
fection was  a popular  medical  topic.  In 
1940  Barr  discussed  various  aspects  of  it  in 
detail.  Comroe  and  Hollander  in  1949  de- 
voted 20  pages  to  it.  Most  popular  text  books 
in  internal  medicine  had  brief  discussions  of  it 
in  the  1940-1950  decade.  Suddenly  interest 
disappeared.  Since  1960  focal  infection  is  not 
listed  in  the  index  of  eight  leading  textbooks 
on  internal  medicine.  Hollander  and  McCart- 
ney omitted  focal  infection  from  the  index  of 
their  1972  revision  of  The  Comroe-Hollander 
book.  Teeth,  paranasal  sinuses,  tonsils  and  ade- 
noids, the  major  sites  of  focal  infection,  are 
either  not  listed  or  are  given  only  token  at- 
tention in  recent  medical  texts. 

What  is  Focal  Infection?  A practical  defi- 
nition is:  A Localized  Infection  Which 
Causes  Distant  Symptoms.  The  local  infec- 
tion, the  focus,  is  usually  in  the  teeth,  sinuses 
and,  less  often,  the  tonsils  and  adenoids.  Foci 
have  also  been  reported  in  the  colon,  bronchi, 
gallbladder,  prostate,  cervix,  pelvis  and  uri- 
nary tract.  The  syndromes  most  often  attrib- 
uted to  focal  infections  are:  Urticaria  and 
angio-edema,  infectious  asthma,  headaches,  oc- 
cular  inflammations,  non-articular  rheumatism 
(aches,  pains,  fatigue,  stiffness),  arthritis  and 
hard-to-control  diabetes.  See  Table  I. 

From  the  Allergy  Research  Laboratory,  Uni- 
versity of  Virginia  School  of  Medicine. 


TABLE  I 

Sites  and  Symptoms 

Symptom  Sites 
Bronchi— Asthma, 
bronchitis 
J oints— Arthritis 
Eye— Iritis,  Uvetis,  etc. 
Skin— Urticarias,  eczema 
G.I.— Indigestions 
General— Malaise,  fatigue, 
etc. 

G.U.— Pyelitis,  Cystitis 
Headache 

Connective  Tissues— Pain, 
stiffness 

The  mechanisms  by  which  focal  infections 
cause  distant  syndromes  and  the  distant  sites 
to  be  attacked  have  never  been  determined. 
Discussions  of  endotoxins,  exotoxins,  allergic 
reactions  to  antigens  from  the  foci,  minor  in- 
juries, weather,  etc.  have  been  superficial  and 
not  convincing.  Absence  of  live  bacteria  at  the 
distant  affected  sites  is  the  rule.  That  seems 
to  rule  out  active  local  infection  in  most  cases. 
The  recent  flood  of  information  about  type 
IV  cellular  allergy,  its  lymphocytes  and 
lymphokines,  and  the  immune  complexes  in 
type  III  reactions  should  be  applied  to  the 
mysteries  of  focal  infection. 

In  the  training  program  in  the  former  Al- 
lergy-Arthritis Division  in  the  University  of 
Virginia  Medical  Center,  weekly  discussions 
of  problem  patients  led  to  the  compilation  of 
lists  of  interesting  diagnoses,  including  focal 
infection.  A detailed  search  for  foci  of  infec- 
tion soon  became  a routine  and  often  reward- 
ing part  of  the  medical  survey  of  each  new 
patient. 

In  a few  years,  65  examples  of  previously 
unsuspected  focal  infections  seemed  to  be  the 
keys  to  their  successful  treatment.  The  teeth, 
sinuses,  tonsils  and  adenoids  were  the  usual 


Focal  Infections 

Sites  of  Foci 
Common 
Teeth 
Sinuses 

Tonsils-Adenoids 

Occasional 
Bronchi 
Prostate 
Pelvis 
Colon 
Gallbladder 
Chronic  Brucellosis 
Granulomata 
TB,  Sarcoid,  etc. 
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sites.  Two  had  active  rheumatoid-like  arth- 
ritis, relieved  by  treating  chronic  brucellosis. 
Both  had  probable  histories  and  huge  delayed 
skin  reactions  to  brucellergen  and  brucella 
vaccine  but  negative  agglutinations.  Relief  of 
asthma,  bronchitis,  urticaria  and  angioedema, 
headaches,  the  pains  of  degenerative  joint  dis- 
ease, rheumatoid  arthritis  and  hard  to  control 
diabetics  were  the  major  successes.  This  list 
did  not  include  many  patients  in  whom  the 
distant  symptoms  were  an  obvious  sequel  to 
recent  acute  infections.  Those  65  cases  were 
a small  percentage  of  the  total  number  of  pa- 
tients seen  on  the  Allergy-Arthritis  service. 

Reasons  For  Loss  of  Interest 
in  Focal  Infection 

1.  There  is  no  doubt  that  physicians  over- 
reacted to  the  focal  infection  fad.  As  a result 
many  healthy  teeth,  tonsils  and  adenoids  were 
removed  and  unnecessary  naso-sinus  opera- 
tions were  done. 

2.  Antibiotics  have  markedly  reduced  the 
incidence  of  chronic  residual  local  infections. 

3.  Dental  care  has  improved. 

4.  The  percentage  of  cures  of  distant  symp- 
toms by  removing  focal  infections  is  and  al- 
ways has  been  small. 

5.  Dependable  clinical  criteria  which  pro- 
vide a reliable  link  between  the  local  infection 
and  the  distant  symptoms  are  unusual. 

6.  Exacerbations  of  symptoms  by  removal 
of  foci  occur  occasionally  and  unpredictably. 

Focal  Infection  Should  Not  Be  Ignored.  It 
should  be  re-examined  in  full  detail.  Every 
physician  who  has  used  focal  infection  con- 
servatively as  a diagnostic  and  therapeutic  tool 
has  had  many  examples  of  excellent  results  in 
chronically  ill  patients.  He  has  had  more  nega- 
tive than  good  results,  but  few  if  any  bad  re- 
sults when  proper  simple  precautions  are  ob- 
served. 

Every  patient  who  has  a chronic  syndrome 
which  is  resistant  to  safe  other  treatment  and 
has  one  or  more  foci  of  infection  is  entitled 
to  two  considerations:  1.  Is  the  syndrome  one 
which  has  been  treated  successfully  by  removal 
of  foci?  2.  Are  the  risks,  expense  and  brief 
discomfort  of  removing  the  focus  worth  the 


chance  that  relief  will  result?  In  most  in- 
stances the  infected  focus  is  itself  a sufficient 
threat  or  nuisance  to  justify  its  removal.  In 
our  experience  the  risk  of  exacerbations  is  min- 
imal and  convalescence  is  bland  if  prophylac- 
tic antibiotics  and  prednisone  are  started  the 
evening  before  the  focus  is  removed.  Obvi- 
ously infection  which  occurs  repeatedly  in  an 
antrum  above  an  abscessed  tooth  and  causes 
repeated  asthma  attacks  or  purulent  bronchitis 
or  distant  symptoms  demands  prompt  atten- 
tion. 

The  Major  Problem  Is  In  The  Medical 
Schools.  They  should  see  that:  1.  their  stu- 
dents and  house  staff  learn  which  syndromes 
can,  at  times,  be  relieved  by  removal  of  foci  of 
infection  (Table  I).  2.  A detailed  search  for 
all  foci  is  made  in  all  victims  of  these  syn- 
dromes. 3.  a search  for  common  foci  is  a basic 
part  of  the  routine  work-up  of  every  patient. 

Every  non-surgical  physician  should  have 
a small  dark  room  with  a head  mirror  for  ex- 
amination of  the  throat,  teeth,  and  upper  res- 
piratory tract.  Similar  facilities  should  be  in 
every  non-surgical  ward  and  clinic.  Students 
and  house  officers  who  do  not  do  ophthalmo- 
scopic, rectal  and  pelvic  examinations  and  or- 
der comprehensive  laboratory  examinations 
on  every  new  patient  are  criticized  by  their 
teachers.  Rarely  criticized,  however,  are  fail- 
ures to  report:  grey  lackluster,  crowned  and 
missing  teeth;  closure  of  the  bite  and  gum  re- 
cessions; unilateral  pharyngeal  changes,  ab- 
normal uvulae;  anterior  and  posterior  tonsil 
pillar  abnormalities;  smoker’s  nose  and  throat; 
tender  anterior  sinuses,  mastoids  and  teeth; 
nasal  septum  deformities;  allergic  or  infectious 
changes  in  the  nasal  mucosa;  polyps  or  poly- 
poid degeneration;  a description  of  nasal  dis- 
charges if  present;  transillumination  of  the 
anterior  sinuses;  the  sniff  test  for  nasal  ob- 
structions. These  minimal  examinations  can 
not  be  made  properly  without  a head  mirror 
and,  if  needed,  shrinkage  of  the  nasal  mucosa. 
Once  learned,  these  observations  rarely  take 
more  than  two  or  three  minutes. 

( Continued,  on  page  304) 
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The  Changing  Image  of  the  Physician 


IN  THE  17TH  CENTURY  Samuel  John- 
son remarked:  “A  physician  in  a great  city 
seems  to  be  the  mere  plaything  of  fortune;  his 
degree  of  reputation  is  for  the  most  part  total- 
ly casual;  they  that  employ  him  know  not  his 
excellence;  they  that  reject  him  know  not  his 
deficience”  x— a statement  which  today  seems 
as  appropriate  as  it  was  then.  The  admiration 
of  Aesculapius,  a physician  who  lived  in  the 
12th  century  B.C.,  has  probably  never  been 
equaled.  The  Greeks  called  him  the  God  of 
Medicine  and  built  several  temples  in  his  hon- 
or. Hippocrates  in  460  B.C.  was  greatly  re- 
vered by  the  Greeks,  as  was  Galen  in  the  2nd 
century  A.D.  who  contributed  significantly  to 
medicine  by  publishing  more  than  700  books 
concerning  anatomy,  physiology  and  pathol- 
ogy. Following  Galen,  until  the  15th  century, 
medicine  deteriorated  and  little  scientific  prog- 
ress of  importance  occurred.  If  a person  died, 
the  unfortunate  physician  was  placed  in  the 
hands  of  the  surviving  relatives  who  did  with 
him  as  they  chose.  The  Queen  of  Burgundy, 
upon  her  dying  bed,  requested  her  husband, 
as  a last  favor,  to  have  her  attending  physician 
executed  immediately  after  her  death.  The 
husband  carried  out  her  wishes  the  following 
morning.2 

However,  with  the  Renaissance,  the  physi- 
cians added  much  knowledge  to  anatomy  and 
pharmacology  and  many  physicians  were  once 
again  held  in  high  esteem.  Harvey’s  descrip- 
tion of  the  circulation  of  the  blood  in  1568 
A.D.  stimulated  others  in  the  18th  and  19th 
centuries  to  advance  knowledge  concerning 
the  diagnosis  and  treatment  of  diseases.2 
Among  the  most  distinguished  of  these  physi- 
cians were  Sydenham,  Jenner,  the  Hunters, 
Stokes,  Adams,  Parkinson,  and  in  the  latter 
part  of  the  19th  century,  Sir  William  Osier, 

McGuire,  Johnson,  M.D.,  Professor  of  Medi- 
cine, Emeritus,  University  of  Cincinnati. 


JOHNSON  McGUIRE,  M.D. 

Cincinnati,  Ohio 

William  H.  Welsh,  W.  S.  Halsted,  and  the 
Mayo  brothers,  to  mention  a few.3 

Noteworthy  contributions  to  medical  sci- 
ence have  been  those  of  Herrick,  for  a descrip- 
tion of  coronary  artery  thrombosis  and  also 
sickle  cell  anemia;  Banting,  Best  and  McLeod, 
for  the  discovery  of  insulin  for  the  treatment 
of  diabetes  mellitus;  Minot  and  Murphy’s  dis- 
covery of  the  value  of  liver  extract  in  the  treat- 
ment of  pernicious  anemia3;  Gerhardt 
Domagk’s  demonstrations  in  1935  of  the  value 
of  sulfonamide  in  the  treatment  of  many  bac- 
terial infections.4  Of  even  more  importance 
was  Sir  Alexander  Fleming’s  discovery  of 
penicillin  which  was  shown  to  be  a specific 
remedy  for  a large  number  of  infections  in- 
cluding syphillis,  gonorrhea,  pneumonia,  and 
the  common  form  of  bacterial  endocarditis,  to 
mention  a few.  Chloromycetin  and  the  broad 
spectrum  antibiotics,  especially  the  tetracy- 
clines were  soon  isolated  and  used  successfully 
in  many  bacterial  infections,  as  were  isoniazide 
and  streptomycin  in  the  treatment  of  tubercu- 
losis.4 Banting  and  McLeod,  Minot  and  Mur- 
phy, Fleming  and  Domagk  were  all  awarded 
the  Nobel  Prize,  although  the  Nazis  arrested 
Domagk  and  forced  him  to  decline  this  hon- 
or.3 Also,  during  the  past  twenty  years,  extra- 
ordinary progress  has  been  made  in  cardiovas- 
cular surgery.  Many  children  and  adults  have 
been  cured  or  improved  by  surgical  treatment 
of  congenital  and  acquired  valvular  heart  dis- 
ease by  the  insertion  of  pacemakers,  and  by 
the  correction  of  arterial  ischemia  of  heart, 
brain,  kidney,  and  extremities,  by  the  removal 
of  aneurysms,  and  by  the  insertion  of  pace- 
makers. Transplantations  of  the  kidney  have 
often  been  successful  but  cardiac  and  other 
organ  transplantations  have  been  disappoint- 
ing.5 

Poliomyelitis  has  been  nearly  eradicated  by 
the  vaccines  developed  by  Salk,  who  prepared 
a formalized  vaccine  grown  in  tissue  cultures, 
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and  Sabin,  who  prepared  an  oral  vaccine  con- 
taining live  attenuated  viruses,  which  have 
been  remarkably  effective  and  have  replaced 
the  Salk  vaccine.3  Smallpox  has  disappeared 
from  the  United  States  and  the  United  King- 
dom, and  diphtheria  and  malaria  are  rare  in 
these  countries.6 

Drs.  Philip  Hench  and  Kindel  isolated  and 
investigated  cortisone,  a preparation  which 
promised  to  be  of  great  value  in  the  treatment 
of  many  autoimmune  and  allergic  conditions. 
Both  physicians  were  given  the  Nobel  Prize. 
Despite  the  brilliant  initial  improvement  of 
such  common  conditions  as  rheumatoid  arthri- 
tis and  bronchial  asthma,  the  prolonged  use  of 
cortisone  in  large  amounts  caused  many  serious 
side  effects. 

A number  of  new  drugs  in  the  treatment  of 
elevated  blood  pressure  are  being  successfully 
used.  Numerous  drugs,  as  well  as  electrical 
shock,  have  been  of  great  help  in  the  treatment 
of  psychoses.  Thus,  the  psychiatrists  have 
valuable  tools  to  supplement  psychotherapy 
and  psychoanalysis  and  many  of  their  patients 
are  able  to  lead  a normal  life.6 

My  father,  like  other  capable  physicians  in 
general  practice,  attended  every  member  of 
the  family  of  his  patients.  He  was  not  only 
their  physician  but  also  their  friend,  confidant 
and  counselor.  Following  my  father’s  example 
to  the  best  of  my  ability,  I entered  Medical 
School  and  after  graduation  in  1924,  followed 
by  internship  and  medical  residency,  entered 
private  practice  in  1930,  first  as  a general  prac- 
titioner, later  as  an  internist  and  cardiologist  in 
a University  hospital,  until  my  retirement  a 
year  ago.  Although  there  has  been  extra- 
ordinary progress  in  the  diagnosis  and  treat- 
ment of  many  diseases  during  the  fifty-year 
period  following  my  graduation,  the  image 
of  the  physician  in  the  eyes  of  the  laity  has 
not  only  changed  but,  in  some  respects,  has 
been  tarnished. 

The  Flexner  report  in  1910  to  the  Carnegie 
Foundation  for  the  advancement  of  teachers 
resulted  in  the  abolition  of  diploma  mills  and 
poor  medical  schools  and  the  establishment  of 
a number  of  excellent  ones.  The  profit  from 
these  changes  was  the  development  of  superior 


physicians;  however,  on  the  debit  side,  there 
were  soon  too  few  doctors  to  meet  the  demand 
of  a growing  population.2 

When  the  immigration  laws  were  changed 
in  1966  a large  number  of  graduates  of  foreign 
medical  schools,  especially  from  Asian  coun- 
tries, were  admitted  to  the  United  States.  This 
resulted  in  increasing  concern  about  the  qual- 
ity of  medical  care  since  foreign  medical  grad- 
uates constituted  46%  of  new  licentiates  in 
1972.  Some  of  these  physicians  were  well 
trained;  others,  poorly  so. 

The  failure  rate  on  State  Board  Examina- 
tions, which  qualify  a physician  to  practice  in 
that  state,  was  36%  among  graduates  of  for- 
eign schools.  A study  by  the  American  Medi- 
cal Association  in  1971  showed  that  more  than 
10,000  foreign  physicians,  who  failed  to  pass 
the  State  Board  examinations  and  were  not  in 
the  approved  post  graduate  programs,  were 
conducting  various  types  of  medical  practice.7 

Dr.  Charles  A.  Janeway,  Professor  of  Pedi- 
atrics of  Harvard  University,  has  clearly 
pointed  out  that  there  has  been  a serious  de- 
cline in  the  number  of  graduates  of  the  medi- 
cal schools  in  the  United  States  who  have  been 
willing  to  devote  their  talents  to  primary  medi- 
cal care.  In  his  opinion,  this  situation  has  been 
due  to  an  overabundance  of  specialists,  result- 
ing from  too  great  emphasis  of  medical  educa- 
tion in  rare  types  of  ailments,  rather  than  in  an 
interest  in  ordinary  health  problems.8 

Actually,  the  law  of  supply  and  demand 
makes  it  extremely  difficult  for  the  over- 
worked physician,  with  too  many  patients  in 
his  office  or  under  his  care  in  hospitals,  to  make 
house  calls.  This  is  particularly  true  in  rural 
areas  where  the  ratio  of  physicians  to  patients 
is  entirely  inadequate.  Fortunately,  a number 
of  medical  schools  have  recently  established 
special  courses  for  the  preparation  of  their 
graduates  to  become  general  practitioners  with 
their  primary  interest  in  the  welfare  of  the  pa- 
tient rather  than  in  rare  and  unusual  disorders. 
In  the  96  medical  schools  in  the  United  States 
368  students  were  enrolled  in  1969.  In  1970 
there  were  116  and  in  1973,  798.  This  is  ex- 
ceedingly encouraging  since  such  training  has 
qualified  them  to  treat  successfully  the  great 
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majority  of  illnesses  and  to  refer  complicated 
and  unusual  organic  diseases,  as  well  as  serious 
mental  disorders,  to  appropriate  specialists. 

The  cost  of  medical  care  has  become  a seri- 
ous concern  to  all  since  professional  fees  have 
increased— and  justifiably  so  in  general,  be- 
cause the  lengthy  medical  training,  internship 
and  residency  are  extremely  expensive  and,  un- 
like other  professions,  the  individual  is  much 
older  before  he  is  able  to  earn  a living.  Like- 
wise, since  all  doctors  must  pay  large  amounts 
to  protect  themselves  from  malpractice  suits, 
which  apparently  are  encouraged  by  some 
lawyers  operating  on  a contingency  basis  to 
secure  financial  benefits  for  themselves  and 
their  clients.  In  some  states  physicians  in  spec- 
ialties, such  as  cardiovascular  disorders,  neuro- 
surgery and  anesthesiology,  must  pay  from 
$10,000  to  $37,000  annually  for  malpractice 
insurance.  With  the  current  inflation,  hospital 
costs  have  increased  greatly  and  in  a number 
of  hospitals  established  originally  to  care  for 
indigent  patients  for  no  financial  reward,  the 
daily  charge  is  now  $150.  If  the  patient  has  no 
insurance  coverage,  collections  are  difficult  or 
impossible.  This  situation  has  become  so  seri- 
ous that,  despite  the  opposition  of  the  majority 
of  physicians,  it  is  obvious  that  some  form  of 
National  Health  Service  is  inevitable. 

The  way  the  National  Health  Service  op- 
erates in  England  is  well  outlined  by  the 
Christian  Science  Monitor.9  In  a pessimistic  ap- 
praisal of  this  service,  it  reports  that  British 
hospitals  are  receiving  only  a third  of  the  funds 
they  seek  for  modern  equipment  and  that  a 
serious  shortage  of  hospital  and  medical  per- 
sonnel continues  to  worsen.  Such  shortages 
are  responsible  for  a list  of  500,000  men, 
women  and  children  awaiting  hospitalization 
and  treatment,  sometimes  for  years.  Britain 
has  seen  a continuing  series  of  strikes  and  work 
stoppages.  Nurses,  technicians  and  hospital 
sendee  employees  have  been  on  strike  in  recent 
months,  delaying  all  but  the  most  urgent  surgi- 
cal cases. 

Most  of  Britain’s  national  health  problems 
are  financial.  The  secretary  of  the  British  Med- 
ical Association  has  promised  to  the  public  a 
free  and  comprehensive  health  service  which 


they  are  not  able  to  provide.  While  the  Secre- 
tary for  Social  Services  has  promised  to  spend 
$100,000,000  immediately,  the  British  Medical 
Association  believes  that  a billion  is  necessary 
to  overcome  some  of  these  problems. 

Despite  the  enormous  improvement  in  diag- 
nosis and  treatment,  many  physicians  have 
failed  to  render  the  personal  care  and  interest 
in  the  patient  as  an  individual  to  the  degree 
that  existed  earlier  in  this  century.  As  indi- 
cated above,  however,  many  of  the  medical 
students  currently  wish  to  do  general  practice 
rather  than  have  a narrow  specialty.  Hope- 
fully, such  physicians  will  lighten  the  heavy 
burden  which  falls  upon  the  shoulders  of  the 
few  internists,  surgeons,  and  psychiatrists  who 
continue  to  have  a deep  concern  for  the  pa- 
tient as  a total  individual. 

The  Journal  of  the  American  Medical  As- 
sociation printed  an  article  by  a University  of 
Cincinnati  physician,  Dr.  Charles  Aring,  which 
was  quoted  by  Sydney  J.  Harris.  “A  hospital 
practically  closes  down  for  the  weekend.  If 
you  are  admitted  on  a Friday  and  are  not  at 
death’s  door,  forget  it  till  Monday— you’ll  lie 
there  like  an  unbought  vegetable.  Because 
most  laboratories  close  down  on  Fridays”,  he 
pointed  out,  “the  three-day  weekends  are  kill- 
ers, literally  and  figuratively.”  10 
I am  glad  that  I cannot  agree  with  Ralph 
Nader’s  comments  before  the  House  Ways 
and  Means  Committee  on  July  1.  On  that  date, 
Nader  stated:  “It  is  debatable  that  the  aggre- 
gate health  of  this  country  is  being  advanced 
by  the  presence  of  the  medical  profession.” 
Charging  malpractice,  maladministration  and 
neglect  of  patients,  Nader  declared:  “This 
country  would  be  better  off  without  the 
present  medical  profession.”  11  If  he  develops 
an  acute  illness— acute  appendicitis,  for  ex- 
ample—I rather  suspect  he  might  retract  the 
last  sentence  of  his  diatribe. 
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Oral  Diabetic  Drugs  Hazardous 


The  oral  diabetic  drugs  once  again  have 
been  declared  hazardous,  possibly  causing 
10,000  to  15,000  premature  deaths  each  year 
in  the  United  States. 

A blue-ribbon  panel  of  experts  in  biomedical 
statistics  of  the  Biometric  Society  declares  that 
the  University  Group  Diabetes  Program  study 
of  almost  five  years  ago  was  valid  and  that  “in 
light  of  the  UGDP  findings,  it  remains  with  the 
proponents  of  the  oral  agents  to  conduct  scien- 
tifically adequate  studies  to  justify  the  con- 
tinued use  of  such  agents.” 

In  1970  the  University  Group  Diabetes  Pro- 
gram (UGDP)  declared  that  deaths  from 
heart  disease  were  twice  as  high  among  those 
taking  the  oral  drugs  as  compared  to  other 
treatment  groups.  This  report  was  criticized 
by  a group  of  practicing  physicians,  and  the 
National  Institutes  of  Health  requested  the 
Biometrics  Society  to  undertake  a review  and 
reanalysis  in  depth  of  the  UGDP  report. 
Meantime  the  oral  drugs  have  continued  in  use. 
Approximately  four  million  Americans  have 
diabetes,  and  more  than  1.5  million  are  cur- 
rently being  treated  with  oral  medications. 


The  Biometrics  Society  committee  is  com- 
posed of  top  scientists  from  the  United  States, 
the  Netherlands  and  Italy,  with  consultants 
from  the  United  Kingdom  and  West  Ger- 
many. The  committee  also  took  advantage  of 
clinical  consultation.  Chairman  is  Dr.  Colin 
White,  chairman  of  the  Department  of  Epi- 
demiology and  Public  Health,  Yale  University. 
The  full  committee  met  six  times  during  the 
period  August,  1972,  to  October,  1974,  to  re- 
view in  detail  the  findings  of  the  UGDP  study. 
Their  report  was  published  in  full  in  the  Feb- 
ruary 10  issue  of  the  Journal  of  the  American 
Medical  Association. 

In  an  editorial  accompanying  the  report  in 
the  Journal,  Dr.  Thomas  Chalmers,  president 
of  Mount  Sinai  Medical  Center  and  dean  of 
Mount  Sinai  School  of  Medicine,  declares  that 
“The  over-all  judgment  of  the  experts  (the 
Biometrics  Society  committee)  is  that  the 
shortcomings  of  the  UGDP  study  are  not  suf- 
ficient to  invalidate  the  results,  and  these  are 
not  contradicted  by  other  studies.  The  prob- 
ability that  oral  hypoglycemic  agents  cause 
premature  deaths  from  cardiovascular  disease 
remains  valid. 
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Admission  of  Minority  Students  to  the 
Medical  College  of  Virginia-VCU 


There  is  no  longer  a problem  of 
medical  school  admission  for 
women  and  rural  students.  It  still 
exists  for  black  students,  how- 
ever, and  an  active  recruitment 
program  continues.  The  percent- 
age of  black  students  in  the  last 
two  freshmen  classes  at  MCV  has 
been  substantially  above  national 
figures. 

IN  THE  LATE  1960’s  medicine,  like  other 
areas  of  higher  education,  became  increas- 
ingly aware  of  and  concerned  by  the  under- 
representation of  minority  groups.  In  medi- 
cine, unlike  many  other  areas  of  learning,  low 
student  numbers  involved  not  only  denial  of 
educational  opportunities  but  some  lack  of 
provision  of  health  care  to  the  same  minority 
groups.  The  minority  groups  usually  discussed 
were  American  Indians,  Mexican  Americans, 
Mainland  Puerto  Ricans,  and  Black  Ameri- 
cans. The  first  three  groups  comprise  no  sig- 
nificant numbers  among  Virginia’s  population, 
but  Black  Americans  comprise  almost  19%. 

Women  have  been  recognized  in  the  past 
few  years  as  a minority,  not  from  the  stand- 
point of  numbers  but  of  equal  opportunity  and 
treatment.  While  in  the  past  some  medical 
schools  did  discriminate  against  women  appli- 
cants, this  no  longer  is  the  case  and  even  op- 
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portunities  in  graduate  medical  education  are 
not  restricted.  Increasing  numbers  of  women 
are  seeking  careers  in  medicine  and  the  pro- 
portion accepted  for  admission  is  essentially 
the  same  as  from  among  male  applicants.  Over 
the  past  five  years  admitted  women  have  con- 
stituted 13%,  10%,  15%,  16%,  and  17%  of 
the  classes  at  the  Medical  College  of  Virginia. 
Both  nationally  and  locally,  opportunities  for 
women  in  medicine  are  not  a problem. 

In  1969  a Task  Force  organized  by  the  As- 
sociation of  American  Medical  Colleges  and 
including  representatives  of  the  American 
Medical  Association,  the  National  Medical  As- 
sociation, and  the  American  Hospital  Associ- 
ation considered  the  underrepresentation  of 
racial  minority  groups  in  medical  education. 
At  that  time,  2.8%  of  admitted  freshmen  med- 
ical students  were  Black;  the  goal  of  12% 
such  admissions  by  1975-76  was  established. 
These  programs  were  and  have  continued  vol- 
untary, without  governmental  coercion  either 
by  regulation  or  financially. 

Progress  was  good  nationally  with  both  in- 
tensive recruitment  programs  and  attention  to 
special  educational  needs.  The  freshman  en- 
rollment of  Black  students  in  all  U.S.  medical 
schools  went  to  4%  in  1969,  6%  in  1970  and 
7%  in  1971.  Some  of  this  increase  was 
achieved  in  certain  schools  by  recruitment  of 
foreign  Black  students,  especially  from  Africa 
and  the  Caribbean. 

Beginning  in  1972  only  first  time  enrollees 
were  counted  as  freshmen  (repeating  students 
were  not)  and  Black  first  year  enrollment  fell 
to  6.4%  of  the  total.  This  represented  858 
students,  with  185  of  these  at  Howard  and 
Meharry.  If  these  latter  two  schools  were 
excluded,  the  remaining  673  new  first  year 
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Black  medical  students  represented  5.1%  of 
all  matriculates.  Figures  for  1973-74  are  not 
yet  available,  but  Black  admission  percentages 
seem  to  have  reached  a plateau.  Total  num- 
bers of  Black  students  are  probably  continu- 
ing to  increase,  concomitant  with  the  contin- 
ued rapid  expansion  of  medical  school  admis- 
sions. 

The  recent  well  publicized  litigation  in  the 
case  of  DeFunis  versus  Odegaard  (University 
of  Washington)  has  left  admission  policies 
unclear.  Marco  DeFunis,  a white  student,  ap- 
plied to  the  School  of  Law  at  the  University 
of  Washington  in  the  fall  of  1971,  but  was  not 
admitted  while  37  minority  group  applicants 
(there  defined  as  Black,  Chicano,  American 
Indian,  or  Filipino)  were  admitted,  and  36  of 
these  had  lower  Law  School  Admission  Test 
scores  than  did  Mr.  DeFunis. 

DeFunis  brought  suit  in  a Washington  trial 
court  contending  that  he  was  being  discrimi- 
nated against  because  of  his  race.  The  court 
agreed  and  ordered  him  admitted  in  the  fall  of 
1971.  The  University  appealed  to  the  State 
Supreme  Court,  who  reversed  the  lower  court 
decision  and  decided  in  favor  of  the  Univer- 
sity on  14  points,  basically  stating  that  for  an 
educational  institution  to  favor  one  race  over 
another  when  this  is  an  effort  to  undo  past 
discrimination  is  not,  per  se,  a denial  of  equal 
protection  under  the  U.S.  Constitution.  De- 
Funis appealed  to  the  United  States  Supreme 
Court  which,  on  April  23,  1974,  decided  that 
the  case  was  moot  and  remanded  it  to  the  state 
court  without  decision.  The  reasoning,  in  a 
5-4  decision,  was  that  since  Mr.  DeFunis  was 
now  about  to  graduate  from  law  school,  the 
problem  no  longer  existed.  The  dissenting 
minority  declared  that  the  case  should  be  con- 
sidered, and  Justice  Douglas  spoke  eloquently 
to  the  problems  raised  by  the  minority  admis- 
sions issue. 

Within  the  past  five  years,  MCV  has  spe- 
cifically attempted  to  recruit  more  qualified 
students  from  disadvantaged  areas  to  the  medi- 
cal school.  We  have  focused  on  two  groups, 
medically  unserved  areas  of  Virginia,  and 
Black  students  from  any  area  of  the  State. 
With  a slowdown  nationally  in  minority  re- 


cruitment and  the  legal  concerns,  we  wanted 
to  reassess  our  progress. 

Admission  Data 

Rural  student  recruitment  has  proceeded 
well— as  of  1974  our  senior  class  has  14  such 
students,  the  junior  class  has  31,  the  sophomore 
class  has  23,  and  the  freshman  class  has  37. 
Moreover,  the  rapidly  expanding  MCV  Fam- 
ily Practice  residency  program  is  attracting 
both  our  own  and  other  school’s  rural  gradu- 
ates to  practice  in  Virginia.  Contrary  to  ru- 
mors, students  from  rural  and  medically  un- 
derserved areas  are  given  preference  for  ad- 
mission if  they  are  fully  qualified,  and  we  be- 
lieve this  problem  area  is  nearing  solution. 

The  Black  student  programs  reflect  a whole 
different  level  of  concern  and  required  a more 
detailed  examination.  The  first  Black  physi- 
cian graduated  from  MCV  in  1955.  Over  the 
years  from  1955  to  1970  MCV  had  only  occa- 
sional Black  students,  with  zero  to  one  gradu- 
ates each  year.  The  major  purpose  of  this  re- 
port is  to  detail  our  activities  in  this  problem 
area  over  the  past  five  years. 

Until  1970  race  was  not  indicated  on  appli- 
cation forms,  and  such  records  were  not  main- 
tained. Table  I reflects  applicants  since  that 
date. 

TABLE  I 
Applications 
Total 

Black  Number  of  Total  Percentage 
Residents  Black  Number  of  of  Black 
of  Virginia  Applicants  Applicants  Applicants 


1970 

11 

20 

1503 

1.3% 

1971 

18 

29 

1437 

2.0% 

1972 

23 

50 

1790 

2.8% 

1973 

35 

90 

3013 

3.0% 

1974 

39 

95 

3403 

2.9% 

The  increase  in  applicant  numbers  occur- 
ring in  1972  coincides  with  the  adoption  of  the 
national  American  Medical  College  Admis- 
sion System.  Therefore,  these  numbers  also 
include  many  weakly  qualified  out-of-state 
residents,  who  are  discouraged  by  us  from 
completing  the  full  application  and  do  not 
do  so. 

The  percentage  of  women  among  Black  ap- 
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plicants  is  somewhat  higher  than  that  of  the 
total  applicant  pool.  Black  women  applicants 
have  averaged  between  20%  to  33%  of  total 
Black  applicants;  the  total  applicant  pool  con- 
tains a relatively  constant  16-17%  of  women. 

Table  II  reports  those  students  offered 
places  in  the  M-I  class,  and  those  actually  en- 
rolled over  the  past  five  years.  All  but  one 
of  the  40  matriculates  have  been  Virginia  resi- 
dents. 


TABLE  II 

Black  Students— MCV 


Accepted 

Enrolled 

% of 
Class 

1970 

6 

3 

2% 

1971 

3 

3 

2% 

1972 

12 

9 

6% 

1973 

18 

12 

8% 

1974 

18 

13 

8% 

The  figures  for  1974  are  still  tentative,  as 
there  will  be  minor  shifts  in  matriculates  al- 
most until  the  day  classes  begin.  These  data 
do  reflect  a higher  percentage  of  Virginia 
Black  applicants  accepted  (45%)  than  other 
Virginia  applicants  accepted  (21%).  They 
also  reflect  a high  percentage  of  matriculation 
at  MCV  of  those  Black  applicants  accepted. 
This  seems  to  reflect  a positive  image  of  MCV 
as  a medical  school  to  attend  since  many  of 
these  students  receive  multiple  acceptances  to 
medical  schools,  and  competition  to  secure 
good  Black  students  is  great. 

The  undergraduate  colleges  attended  by 
Black  applicants  include  23  different  schools; 
our  total  applicant  pool  each  year  represents 
over  500  undergraduate  colleges.  Schools 
contributing  five  or  more  Black  applicants  in 
recent  years  include  Howard  University, 
Hampton  Institute,  Virginia  Union  Univer- 
sity, Virginia  State  College,  Norfolk  State 
College,  University  of  Virginia,  and  CUNY. 
The  first  two  Black  students  from  the  parent 
Virginia  Commonwealth  University  applied 
in  1973. 


Student  Quality 

An  oft  expressed  concern,  and  one  focused 
on  in  the  DeFunis  case,  is  the  academic  quality 


of  minority  applicants.  There  is  no  acceptable 
method  of  measurement,  but  Medical  College 
Admission  Test  Scores  and  undergraduate 
grade  point  averages  serve  as  two  possible 
criteria.  (Tables  III  and  IV) 

TABLE  III 


MCAT— Black  Students 


Verbal 

Quant 

General 

Science 

1970 

380 

435 

410 

395 

1971 

470 

540 

450 

440 

1972 

423 

415 

438 

393 

1973 

415 

483 

460 

433 

(All 

567 

595 

568 

584 

1973 

students) 

TABLE  IV 

GPA 

—Black  Students 

C = 1 

< 

C'l 

II 

to 

= 3 

Overall 

Science 

1970 

1.55 

1.69 

1971 

2.05 

1.95 

1972 

1.97 

1.84 

1973 

2.03 

1.95 

(All 

1973 

students) 

2.32 

2.32 

The  academic  and  test  achievements  of  ad- 
mitted Black  students  have  been  improving 
over  the  past  several  years  but  still  indicate 
comparative  weakness  by  standard  multiple 
choice  testing.  If  qualifications  meet  stand- 
ards, students  are  then  selected  for  the  poten- 
tial based  on  recommendations,  interview,  and 
overall  application.  Of  key  importance,  then, 
is  the  record  of  progression  of  admitted  stu- 
dents toward  the  M.D.  degree. 

Among  the  27  Black  students  admitted  from 
1970-73,  only  three  have  left  school  for  aca- 
demic reasons,  and  one  of  these  is  continuing 
in  medical  school  elsewhere.  A second  may 
re-enroll.  Six  have  repeated  one  year,  but  are 
now  progressing  toward  the  M.D.  degree,  as 
are  the  remaining  18.  Attrition  has  thus  been 
held  to  an  acceptable  low  level  through  pro- 
grams of  personal  advisors  and  tutoring. 

In  the  summer  of  1973,  a three  week  pre- 
freshman educational  program  was  offered  to 
10  medical  and  four  dental  students,  who  it 
appeared  would  benefit  by  an  intensive  review 
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of  learning  skills,  math,  and  biochemistry.  It 
is  too  early  to  evaluate  the  effects  of  the  pro- 
gram although  it  does  appear  to  have  been 
helpful  to  most  participants.  A similar  pro- 
gram is  being  offered  in  the  summer  of  1974 
to  a group  of  12  medical  students  equally  di- 
vided racially.  As  a further  effort,  a three 
year  NIH  grant  has  been  secured  to  offer  a 
separate  “track”  through  the  M-I  year  for 
those  students  experiencing  substantial  diffi- 
culty in  the  first  two  subject  matter  courses: 
cell  biology  and  musculoskeletal  system.  This 
program  will  begin  in  January  1975  and  will 
serve  students  in  academic  need  regardless  of 
race  or  sex.  It  is  our  hope  that  attrition  can 
be  minimized,  and  on  schedule  progress  as- 
sisted for  all  students. 

Summary 

Problems  of  medical  school  admission  for 
two  “minority  groups”,  women  and  rural  stu- 


dents, seem  to  be  solved  at  the  School  of  Medi- 
cine, Medical  College  of  Virginia,  and  this  is 
generally  true  nationally.  MCV  has  attracted 
and  enrolled  an  increasing  number  of  Black 
medical  students  over  the  past  five  years.  The 
percentage  of  Black  students  in  the  last  two 
freshman  classes  is  substantially  above  national 
figures,  and  almost  all  have  been  Virginia  resi- 
dents. 

Although  “paper  credentials”  of  the  Black 
students  as  a group  are  not  as  high  as  for  the 
overall  class,  they  have  progressed  with  ac- 
ceptably low  attrition  by  personal  faculty  at- 
tention and  high  student  motivation.  Increas- 
ing total  class  size— 32  more  students  annually 
—has  permitted  increased  Black  enrollment 
without  denying  places  to  other  qualified  ap- 
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Missed  Spinal  Fractures 

A Serious  Problem  in  the  Patient  with  Multiple  Injuries 


The  authors  present  four  cases  of 
spinal  fractures  or  fracture  dislo- 
cations which  were  not  immedi- 
ately recognized.  The  authors 
stress  that  a greater  effort  should 
be  made  to  train  the  emergency 
room  physicians  as  well  as  the 
surgical  specialists  involved  in 
the  care  of  patients  with  multiple 
trauma. 

PHYSICIANS  engaged  in  the  diagnosis  and 
management  of  patients  with  traumatic  in- 
volvement of  multiple  systems  are  generally 
keenly  aware  of  the  possibility  of  spinal  frac- 
tures or  fracture  dislocations.  The  majority 
of  these  lesions  offer  no  great  problem  in  rec- 
ognition. The  history,  detailed  physical  and 
neurological,  as  well  as  appropriate  roentgeno- 
graphic  examinations  easily  establish  the  loca- 
tion and  the  extent  of  the  skeletal  and  neu- 
rological damage. 

There  are  times,  however,  when,  for  several 
reasons,  these  lesions  have  been  overlooked. 
The  principal  reasons  leading  to  error  in  diag- 
nosis are: 

1.  Failure  to  consider  the  trauma  as  having 

This  paper  was  read  in  part  at  the  seventh  an- 
nual meeting  of  the  Neurosurgical  Society  of  the 
Virginias,  Hot  Springs,  Virginia,  January  19, 
1973. 


ITALO  RINALDI,  M.D. 

WILLIAM  J.  MULLINS,  JR.,  M.D. 
WILLIAM  K.  KRETZ,  M.D. 

THOMAS  M.  STILES,  M.D. 

ARCHIE  C.  STANTON,  M.D. 
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been  sufficient  to  cause  a fracture  of  the  spine.1 

2.  Failure  to  consider  spinal  trauma  in  a 
patient  with  multiple  injuries.1  This  is  par- 
ticularly easy  to  occur  in  patients  who  are 
either  comatose  or  poorly  responsive  because 
of  craniocerebral  trauma  of  various  degrees,  or 
whose  level  of  consciousness  is  severely  de- 
pressed because  of  alcoholic  or  drug  intoxica- 
tion. 

3.  Failure  to  obtain  adequate  x-ray 
studies.1,2,3,4 

The  following  case  reports  illustrate  some 
of  the  errors,  re-emphasize  the  need  for  great- 
er cooperation  among  all  physicians  involved 
in  the  care  of  patients  with  multiple  trauma, 
and  again  stress  the  necessity  of  carrying  out 
a detailed  physical  and  neurological  examina- 
tion in  the  emergency  room  in  all  cases. 

Case  Reports 

Case  One  (J.B.)  is  that  of  a male  who  had 
fallen  from  a tower  for  a distance  of  approxi- 
mately twenty-five  feet.  The  patient  was  first 
seen  in  the  emergency  room  by  the  intern  on 
duty  to  whom  he  complained  of  pain  in  the 
neck,  right  elbow,  and  left  wrist.  X-rays  re- 
vealed a fracture  of  the  right  olecranon  and 
a Colles  fracture  on  the  left.  Movements  of 
the  head  and  neck  were  restricted  and  painful. 
However,  portable  x-rays  of  the  cervical  and 
dorsal  spine  were  interpreted  as  being  normal, 
both  by  the  radiologists  and  by  the  admitting 
physician.  (Fig.  1).  Casts  were  applied  to 
both  upper  extremities,  and  the  patient  was 
transferred  to  the  Intensive  Care  Unit.  Three 
days  later,  while  sitting  up  in  bed  dangling  his 
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Fig.  1:  (Case  1)  Lateral  and  AP  view  of  the  cervical  spine  showing  normal  cervical  lordosis. 
The  vertebral  body  of  D-l  is  not  visualized. 


legs,  the  patient  noted  numbness  of  both  lower 
extremities  and  increasing  pain  in  the  neck. 
The  next  day,  again  while  sitting  up  receiving 
incentive  spirometry,  the  patient  noted  pro- 
gressive numbness  and  weakness  of  his  lower 
limbs,  as  well  as  numbness  of  the  ulnar  borders 
of  both  hands.  A short  while  later,  the  ab- 
domen became  distended  and  the  patient  was 
unable  to  urinate. 

Neurological  examination  at  this  point  re- 
vealed a complete  paraplegia  except  for  trace 
movements  of  his  toes  and  a complete  sensory 
and  sweat  level  at  T-3.  The  intrinsic  muscles 
of  both  hands  were  also  severely  involved. 
The  neck  was  very  stiff.  X-rays  of  the  cervical 
spine  were  reviewed,  and  an  avulsion  fracture 
of  the  spinous  process  of  C-7  was  noted.  Nor- 
mal cervical  lordosis  was  indeed  present,  but 
the  vertebral  body  of  D-l  could  not  be  vis- 
ualized. Additional  films  were  obtained  and 
a ninety-five  to  one  hundred  percent  disloca- 
tion of  C-7  on  D-l  was  noted,  together  with 
a tear-drop  fracture  of  the  anterior  portion  of 
the  body  of  D-l  (Fig.  2). 

A myelogram  revealed  a complete  block  of 


Fig.  2:  (Case  1)  Lateral  film  visualizing  the  cervico- 
dorsal  junction.  The  severe  dislocation  of  C7  anterior 
to  Dl  can  now  be  clearly  seen. 

the  Pantopaque  column  at  the  lower  level  of 
D-l. 

Crutchfield  tongs  were  inserted.  The  pa- 
tient was  then  taken  to  surgery,  carefully  in- 
tubated, and  placed  prone  on  the  operating 
table,  maintaining  traction  at  all  times.  The 
spinous  process  of  C-7  was  found  to  be  corn- 
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pletely  fractured  at  its  base  and  was  removed. 
The  lower  articulating  facets  of  C-7  were  an- 
terior to  the  upper  facets  of  D-l  and  solidly 
locked  in  this  position.  A short  segment  of 
dura  could  be  seen  through  a torn  yellow  lig- 
ament. The  dura  was  tense  and  nonpulsating. 
By  applying  forty  pounds  to  the  skeletal  trac- 
tion and  by  using  chisels  to  facilitate  the  un- 
locking of  the  dislocated  facets,  we  were  able 
to  reduce  the  dislocation.  It  was  very  diffi- 
cult, however,  to  maintain  the  facets  in  then- 
natural  apposition,  even  by  hyperextending 
the  head  and  neck  as  much  as  the  traction  and 
the  operating  table  would  allow.  The  dura 
was  not  opened  since  it  had  begun  to  pulsate 
very  well  as  soon  as  proper  alignment  had  been 
obtained.  Heavy  wire  fixation  was  then  used 
between  the  base  of  the  spinous  processes  of 
C-6  and  D-l,  thus  achieving  a moderate  degree 
of  hyperextension.  This  fixation  was  success- 
ful in  maintaining  the  facets  in  their  normal 
relationship.  Lateral  films  of  the  spine  were 
obtained,  both  on  the  operating  table  and  after 
returning  the  patient  to  the  Stryker  frame. 
Satisfactory  re-alignment  was  verified  (Fig.  3). 


stretch  reflexes  in  the  lower  extremities  were 
hyperactive,  especially  on  the  left  side.  Sphinc- 
teric  function  was  normal,  and  no  sensory 
impairment  could  be  demonstrated.  At  the 
time  of  discharge,  two  months  after  admission, 
the  patient  was  asymptomatic  and  the  neuro- 
logical recovery  was  complete  except  for  hy- 
peractive reflexes  in  the  left  lower  extremity. 

This  case  illustrates  the  following  points: 

1.  Normal  cervical  lordosis  should  not  be 
relied  upon  as  being  indicative  of  an  intact 
cervical  spine. 

2.  In  a symptomatic  patient,  very  deter- 
mined efforts  should  always  be  made  to  visual- 
ize the  entire  cervical  spine,  including  the  cer- 
vical-dorsal junction,  as  stressed  by  many  au- 
thors.3,5,6  In  some  cases,  this  is  not  feasible 
because  of  the  superimposition  of  the  shoulders 
in  the  lateral  view.  Special  views  must  then 
be  obtained.  This  has  become  our  policy  in 
every  case.  In  some  instances,  tomography 
should  be  resorted  to,  as  suggested  by  Braak- 
man,  et  al., 5 and  reiterated  by  Lauritzen.3 

It  is  quite  possible  that  the  actual  disloca- 


Fig.  J:  (Case  1)  On  the  left,  film  obtained  during  surgery.  Excellent  re-alignment,  as  well  as 
the  wire-fixation,  are  clearly  seen. 


The  patient  was  kept  in  skeletal  traction  for 
six  weeks.  Fortunately,  he  improved  very 
rapidly.  One  month  after  surgery,  he  still 
complained  of  some  difficulty  in  using  his  left 
hand  for  fine  movements.  Hie  Lhermitte  sign 
was  negative,  and  there  was  slight  weakness  of 
the  right  triceps  and  bilateral  weakness  of  the 
intrinsic  muscles  of  the  hands.  The  muscle 


tion,  with  locking  of  the  facets,  occurred  three 
days  after  admission  when  the  patient  was  sit- 
ting up  in  bed  dangling  and  when  he  first  be- 
came aware  of  numbness  in  his  legs.  Delayed 
dislocations  have  been  reported2  “some  time 
after  the  first,  presumably  normal,  x-ray  films”. 
Most  of  these  patients  recovered  in  spite  of 
the  delay  in  treatment,  as  late  as  six  months  in 
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one  case,  but  all  had  “unduly  prolonged  dis- 
ability and  discomfort”. 

3.  Prompt  recognition  and  treatment  of  a 
fracture  dislocation  between  C-7  and  D-l, 
even  in  the  presence  of  severe  cord  involve- 
ment, can  lead  to  a very  satisfying  neurologi- 
cal recovery. 

4.  Wire  fixation  will  definitely  facilitate 
apposition  of  the  articulating  facets  in  hyper- 
extension. 

Case  Two  (J.S.)  is  a thirty-three-year-old, 
air  force  sergeant,  involved  in  a motorcycle 
accident  in  which  he  was  thrown  over  a dis- 
tance of  several  feet  into  the  muddy  banks  of 
a fresh-water  lake.  When  he  was  seen  in  the 
emergency  room  by  the  intern,  he  complained 
of  pain  in  the  chest  and  abdomen.  The  ab- 
domen was  very  tight,  and  no  bowel  sounds 
were  present.  The  vital  signs,  however,  were 
very  stable.  Portable  chest,  cervical  spine,  flat 
plate  of  the  abdomen,  and  pelvis  films  were 
obtained.  Fractures  of  the  right  seventh  and 
eighth  ribs,  posteriorly,  widening  of  the  su- 
perior mediastinum,  and  widening  of  both 
paraspinal  lines  were  noted.  A left  pleural  fluid 
collection  was  also  defined,  together  with  some 
haziness  of  the  left  lung  field.  Because  of  per- 
sistent upper  abdominal  pain,  an  exploratory 
laparotomy  was  carried  out  with  negative 
findings  about  one  hour  after  admission.  At 
the  same  time,  a left  thoracocentesis  and  tube 
thoracostomy  were  performed  with  removal 
of  approximately  fifteen  hundred  cc.  of  blood. 
A repeat  chest  film  was  obtained  (Fig.  4). 
The  alignment  of  the  dorsal  spine  was  now 
noted  to  be  altered  at  the  T8-9  level.  Neu- 
rological examination  was  negative. 

About  five  hours  after  admission  and  after 
two  surgical  procedures,  the  patient  was  seen 
by  the  orthopedic  and  neurosurgical  consult- 
ants, who  noted  a very  prominent  gibbus  at 
the  T8-T9  level.  Additional  x-rays  were  ob- 
tained, and  they  showed  a severe  compression 
fracture  of  the  body  of  T-9,  with  destruction 
of  the  lateral  elements  of  both  T-8  and  T-9, 
and  a lateral  dislocation  of  T-8  to  the  right  of 
T-9  (Figs.  5-6).  Neurological  examination 
was  still  surprisingly  negative. 

At  surgery,  the  spinous  process  of  T-8  was 


Fig.  4:  (Case  2)  Supine  chest  film  showing  fractures  of 
the  7th  and  8th  ribs  on  the  right.  Notice  the  marked 
spinal  disalignment  at  D8-9  and  the  large  paraverte- 
bral hematoma. 


Fig.  5:  (Case  2)  Detail  of  the  severe  fracture-lateral  dis- 
location of  the  vertebral  bodies  of  D-8  and  D-9. 

found  to  be  fractured  at  its  base  and  removed. 
The  entire  posterior  element  of  T-9  was  very 
loose  and  mobile.  Complete  disruption  of  the 
pedicles  and  facets  of  T-7,  T-8,  and  T-9  was 
observed  on  the  left  side.  Blood  and  air  were 
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Fig.  6:  (Case  2)  Lateral  film  showing  the  high  grade 
kyphosis  and  the  severe  disruption  of  spinal  align- 
ment at  the  D8-D9  levels. 


bubbling  from  the  left  pleural  cavity  into  the 
exposed  operative  field.  On  the  right  side,  the 
facets  and  pedicles  of  T-8  and  T-9  were  frac- 
tured. In  spite  of  this  disruption,  the  spine 
appeared  fairly  solid  except  for  the  posterior 
element  of  T-9.  The  yellow  ligament  between 
T-8  and  T-9  was  torn,  and  the  dura  appeared 
quite  normal.  Interestingly  enough,  the  align- 
ment of  the  dura  and  its  contents,  as  visualized 
by  the  posterior  approach,  appeared  quite  pre- 
served. 

Because  of  the  apparent  stability,  no  at- 
tempts were  made  to  reduce  the  lateral  dislo- 
cation. Bone  and  wire  fixation,  in  hyperex- 
tension, was  carried  out,  using  long  bone  grafts 
from  the  iliac  crest  and  connecting  heavy  wire 
between  the  base  of  the  spinous  process  of 
T-7,  T-9,  and  T-10.  Per-operative  films  re- 
vealed no  essential  change. 

The  patient  did  very  well,  at  no  time  show- 
ing any  evidence  of  neurological  involvement. 
After  five  weeks,  he  was  fitted  with  a Jewett 
back  brace,  which,  however,  he  could  not  tol- 
erate. A Taylor  brace  was  then  fitted  and,  in 


a few  days,  he  could  ambulate  without  diffi- 
culty. 

In  this  case,  as  in  most  cases,  a careful  ex- 
amination of  the  patient  on  admission  to  the 
emergency  room  would  have  immediately  un- 
covered his  true  difficulty.  The  gibbus  de- 
formity could  not  possibly  have  escaped  rec- 
ognition and  perhaps  the  abdominal  pain  and 
rigidity  would  have  been  recognized  as  being 
secondary  to  the  spinal  trauma.  It  is  simply 
astonishing  that  this  patient  had  no  cord  in- 
jury in  spite  of  the  severe  disalignment  and 
mishandling  after  admission. 

Case  Three  (W.E.)  is  a seventeen-year-old 
male  struck  by  a car  while  walking.  He  was 
knocked  out  and  unconscious  for  a short  peri- 
od of  time.  He  had  sustained  multiple  lacera- 
tions of  the  scalp  and  face.  When  he  was  first 
seen  in  the  emergency  room  by  the  intern,  his 
neck  felt  normal,  and  lateral  cervical  spine 
films  were  negative. 

Facial  lacerations  were  sutured  by  a plastic 
surgeon.  Casts  were  applied  after  closed  re- 
duction of  fractures  of  the  left  tibia  and  fib- 
ula. The  patient  remained  somewhat  inco- 
herent and  confused  but  his  neurosurgical 
evaluation  was  otherwise  unremarkable. 

Two  days  after  admission  to  the  Intensive 
Care  Unit,  the  patient  became  more  alert  and 
began  to  complain  of  pain  in  the  upper  nuchal 
region.  Repeat  x-rays  of  the  cervical  spine, 
including  tomograms,  were  again  negative. 
However,  with  greater  persistence  and  care, 
a hyperextension  film  revealed  a fracture 
through  the  base  of  the  odontoid,  with  mini- 
mal posterior  displacement  of  the  dens  (Fig. 
7).  Crutchfield  tongs  were  applied  and  trac- 
tion maintained  for  six  weeks,  after  which  the 
patient  was  fitted  with  a four-poster  brace.  He 
has  done  very  well. 

This  case  illustrates  the  ease  with  which  one 
may  miss  a spinal  fracture  in  a poorly  respon- 
sive or  comatose  patient.  It  further  empha- 
sizes the  definite  need  for  persistence  in  ob- 
taining good  roentgenograms  and  employing 
various  techniques  in  symptomatic  patients. 

Case  Four  (F.B.)  is  a six-year-old  male 
child  who  was  struck  by  a car.  He  was  ren- 
dered unconscious  but,  when  he  was  first  seen 
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Fig.  7:  (Case  3)  Fracture  at  the  base  of  the  odontoid  process  is  seen.  Notice  the  slight  but 
definite  tilting  of  the  dens. 


in  the  emergency  room,  he  reacted  to  painful 
stimulation  with  purposeful  movements  of  all 
extremities.  He  was  found  to  have  a fracture 
of  the  upper  femur  on  the  right.  Vital  signs 
were  stable. 

Neurological  examination  revealed  a child 
who  was  very  stuporous  but  who  reacted  to 
external  stimulation  promptly.  He  exhibited 
purposeful  movements  of  the  head,  face,  and 
upper  limbs.  The  child  definitely  exhibited 
voluntary  movements  of  the  lower  extremities. 
The  plantar  responses  were  flexor.  No  gross 
sensory  impairment  could  be  detected.  X-rays 
of  the  skull  and  cervical  spine  were  normal. 
Within  several  hours,  the  child  became  more 
alert  and  was  found  to  be  totally  paraplegic, 
with  a sensory  level  at  T-2— T-3,  bilaterally. 
Spinal  tap  was  attempted,  but  only  bloody 
spinal  fluid  could  be  obtained. 

The  child  was  then  taken  to  the  X-ray  De- 
partment and,  under  general  endotracheal 
anesthesia,  suboccipital  puncture  was  carried 
out,  and  three  ml.  of  Pantopaque  were  injected. 
There  was  good  filling  of  the  cervical  spinal 
canal,  which  appeared  normal.  However,  as 
the  dye  was  being  manipulated  into  the  dorsal 
region,  definite  disruption  of  the  subarachnoid 


space  could  be  demonstrated  at  the  T-2  level. 
It  looked  as  though  the  dye  were  flowing  into 
the  subdural  as  well  as  the  epidural  space  at 
this  level.  A small  amount  of  dye  reached  the 
mid-dorsal  level,  probably  in  the  subarach- 
noid space.  There  was  some  escape  of  oil 
along  a nerve  root,  as  typically  seen  in  root 
avulsions.  Irregular  filling  defects  in  the  mid- 
dorsal region  and  in  the  upper  dorsal  region 
were  visualized.  These  were  felt  to  be  due  to 
subdural  or  epidural  blood  collections  (Fig. 
8).  At  surgery,  there  was  nothing  to  indicate 
any  evidence  of  injury  to  the  upper  dorsal  re- 
gion until  the  paravertebral  muscles  were  sep- 
arated and  self-retaining  retractors  inserted. 
At  this  point,  it  was  apparent  that  on  the  left 
side  there  had  been  traumatic  disruption  of  the 
articulating  facets  between  T-2  and  T-3.  The 
spinous  processes  of  T-3  and  T-2  were  very 
mobile.  Bilateral  laminectomies  were  then 
carried  out  from  T-2  to  T-4,  and  it  was  then 
very  clear  that  a major  traumatic  event  had 
taken  place  at  this  level.  The  epidural  fat 
was  very  edematous  and  hemorrhagic,  and 
epidural  clotted  blood  was  present.  The  dura 
had  been  completely  disrupted  from  the  T-2 
level  down  to  the  mid  portion  of  the  verte- 
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Fig  8:  (Case  4)  See  text. 


bral  body  of  T-3.  The  underlying  cord  was 
bluish  but  intact.  At  the  T-2  level,  it  ap- 
peared slightly  constricted.  No  evidence  of 
disruption  of  the  T-2  or  T-3  discs  could  be 
ascertained. 

Postoperatively,  the  child  remained  para- 
plegic and  the  last  examination,  two  years  af- 
ter the  injury,  revealed  complete  motor  and 
sensory  paraplegia  with  a level  at  T3-T4  on 
the  right  and  T4-T5  on  the  left.  The  child 
has  adjusted  very  well  to  this  severe  disabil- 
ity and  has  found  a great  deal  of  delight  in 
schoolwork.  The  depressed  level  of  conscious- 
ness unquestionably  contributed  to  the  over- 
looking of  major  trauma  to  the  upper  dorsal 
spine.  It  is  doubtful  that  earlier  recognition 
would  have  led  to  a less  severe  neurological 
handicap. 

Conclusions 

The  Trauma  Committee  of  the  American 
College  of  Surgeons,  some  years  ago,  observed 
that  the  care  of  the  injured  patient  in  this 
country  leaves  much  to  be  desired.7  It  also 


stated  that  not  infrequently  the  least  experi- 
enced house  officer  on  duty  in  the  emergency 
room  was  the  one  called  upon  to  exercise  sur- 
gical judgment  for  which  he  was  not  at  all 
prepared.  There  is  no  question  that  the  train- 
ing of  medical  students,  interns,  and  residents 
in  the  care  of  patients  with  multiple  trauma  is 
inadequate  and  relegated  to  a role  of  minor 
importance.  Considering  the  exceedingly  high 
number  of  deaths  and  injuries  resulting  from 
vehicular  accidents  alone,  it  is  clear,  then, 
that  the  treatment  of  these  victims  should  re- 
quire greater  effort  on  our  part.  We,  as  neu- 
rosurgeons and  orthopedic  surgeons,  should 
promote  better  and  more  efficient  emergency 
room  training  and  care  and  stress  the  need  in 
all  instances,  whether  the  patient  is  conscious 
or  not,  for  a careful  and  complete  examina- 
tion, in  a good  light,  as  stressed  by  many  lead- 
ers in  this  field.8,9  There  is  certainly  no  sub- 
stitute for  a good,  general,  physical  examina- 
tion which  will  provide  important  clues  con- 
cerning traumatic  lesions  of  the  cranio-spinal 
systems.  Radiological  examinations  in  the 
emergency  room  are  frequently  performed  in 
haste  and  often  are  technically  unsatisfactory 
or  incomplete.  This  may  lead  to  overlooking 
even  serious  spinal  injuries,  especially  in  stu- 
porous or  unconscious  patients.  Later,  when 
neurological  dysfunction  becomes  apparent, 
the  “missed”  fracture  or  fracture  dislocations 
are  recognized  and  proper,  though  delayed, 
treatment  is  instituted,  leaving  us  exposed  to 
serious  medico-legal  challenges. 

We  feel  that  greater  cooperation  among 
the  general  surgeon,  emergency  room  physi- 
cian, and  other  specialists  involved  in  the 
management  of  patients  with  injuries  to  mul- 
tiple systems  is  essential.  Furthermore,  we 
stress  again  the  absolute  need  for  proper  roent- 
genographic  evaluation  of  the  spine.  This 
evaluation  should  include  multiple  views, 
using,  if  necessary,  a variety  of  techniques  to 
obtain  proper  visualization  of  more  difficult 
areas  of  the  spine,  especially  the  cervical-dor- 
sal junction.  Traction  on  the  arms  to  depress 
the  shoulders,  swimmer’s  view,  laminography, 
and,  with  proper  supervision,  flexion  or  ex- 
tension views  may  have  to  be  obtained.  It  is 
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essential  that  good  quality  films  be  obtained. 

It  is  also  wise  to  remember  that  in  persons 
with  injuries  to  multiple  systems,  especially 
with  trauma  to  the  head  and  to  the  maxillo- 
facial complex,  the  possibility  of  spinal  frac- 
tures must  be  suspected  and  very  carefully 
ruled  out. 
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AMA  Statement  on  the  Edelin  Case 


A February  15  wire  service  story  incorrectly 
identified  certain  comments  regarding  the  con- 
viction of  Kenneth  C.  Edelin,  M.D.  on  charges 
of  manslaughter  as  coming  from  an  AMA 
spokesman.  The  following  was  released  today 
by  Malcolm  C.  Todd,  M.D.,  President  of  the 
American  Medical  Association,  and  is  to  be 
regarded  as  the  association’s  formal  comment 
on  the  case. 

The  Edelin  case  poses  difficult  moral,  legal 
and  medical  questions.  The  philosophical  issue 
of  viability  has  been  discussed  for  centuries, 
and  the  recent  court  decision  in  Boston  by  no 
means  represents  a final  settlement. 


The  AMA  guidelines  on  abortion  state  that 
it  “is  a medical  procedure  and  should  be  per- 
formed only  by  a duly  licensed  physician  and 
surgeon  in  an  accredited  hospital  acting  only 
after  consultation  with  two  other  physicians 
. . . and  in  conformance  with  good  medical 
practice  and  the  Medical  Practice  Act  of  his 
state.” 

As  a result  of  the  Edelin  case,  physicians  will 
be  more  wary  of  performing  abortions  after 
the  first  three  months  of  pregnancy.  Many 
may  refuse  to  perform  abortions  altogether 
after  the  first  trimester,  when  the  medical  risks 
to  the  patient  rise  rapidly. 
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The  Use  of  Xeromammography  in  Early  Detection  of  Breast  Cancer 


With  the  recent  discovery  of  breast  cancer 
in  the  wives  of  the  two  top  executives  in  the 
U.S.  government,  early  detection  of  breast 
carcinoma  has  received  the  much  needed  at- 
tention it  deserves.  Statistics  regarding  the  in- 
cidence and  mortality  of  breast  cancer  have 
not  changed  over  the  past  30  years.  These  two 
women  are  only  two  out  of  89,000  new  cases 
discovered  in  the  U.S.  during  1974.  Breast 
cancer  is  still  the  number  one  cause  of  death 
in  women  over  the  age  of  40;  it  now  claims 
around  33,000  lives  per  year. 

Early  detection,  hopefully,  will  change  the 
mortality  rate.  Regular  physical  examination, 
thermography  and  mammography  have  helped 
in  early  detection.  Xeromammography  has 
given  us  yet  another  modality  for  early  detec- 
tion and  has  proved  extremely  valuable, 
especially  when  used  in  conjunction  with 
physical  examination  and  thermography. 

Xeroradiography  was  invented  by  a physi- 
cist and  patent  attorney,  Chester  F.  Carlson,  in 
1937.  Investigation  into  medical  usage  began 
in  1952  with  John  F.  Roach.  In  1966,  John 
Wolfe  obtained  a xerographic  unit  for  experi- 
mentation in  mammography.  After  three  years 
of  hard  work  and  extensive  experimentation 
and  with  the  support  of  the  American  College 
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of  Radiology  and  the  American  Cancer  Soci- 
ety, xeroradiography  became  an  accurate 
technique  for  mammography  of  the  breast. 

Xeromammography  differs  from  conven- 
tional mammography  only  in  the  image  pro- 
duced. The  image  is  still  obtained  with  x-rays 
from  a conventional  tungsten  tube  in  the  low 
kilovoltage  range  (30-40  kv)  employed  in 
mammography.  The  conventional  x-ray  film 


Fig.  1.  Comparison  cranial-caudad  views  of  same  breast- 
one  done  with  conventional  mammography  (a)  and 
one  done  with  xeromammography  (b).  Note  the  dif- 
ference between  the  two  techniques  in  imaging  the 
calcification  in  the  lateral  aspect  of  the  breast  (— >). 
The  calcifications  were  present  in  an  unsuspected 
adenocarcinoma. 
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is  replaced  by  a photo-conductive  (selenium- 
coated)  plate  with  an  electrostatic  charge 
across  it.  The  x-ray  beam  discharges  the  plate 
forming  a latent  image  on  the  plate.  This  is 
developed  in  a Xerox  processor  to  produce  a 
blue  image  on  a piece  of  paper. 

Xeromammography  offers  the  following  ad- 
vantages over  conventional  mammography: 

1.  It  produces  an  image  of  greater  detail 
and  accentuation  of  significant  structures. 
Some  have  found  it  to  image  tumoral 
calcifications  that  they  could  not  image 
with  conventional  mammography.  This 
is  important  since  50%  of  breast  malig- 
nancies show  calcification.  (Fig.  1) 

2.  For  physicians  without  extensive  experi- 
ence in  conventional  mammography  it 
provides  an  image  much  easier  to  inter- 
pret with  far  greater  accuracy. 

3.  It  records  all  breast  structure  with  clarity 
on  one  image. 

4.  The  process  is  dry  and  carried  out  in  a 
lighted  room. 

5.  The  procedure  is  quick  and  the  image  is 
available  for  interpretation  in  two  min- 
utes. 

Xeromammography,  like  mammography,  re- 
quires a large  amount  of  radiation  exposure  to 
produce  the  image.  The  patient  receives  1-2 
rads  per  exposure  to  the  breast.  However,  this 
exposure  is  to  the  breast  only  and  therefore 
felt  to  be  of  no  danger.  The  accompanying 
exposure  to  the  rest  of  the  body  is  insignificant. 

The  accuracy  of  xeromammography  has 
been  good.  It  is  felt  that  only  4-8%  of  car- 
cinomas go  undetected  by  xeromammography. 
However,  at  this  point  in  time  10%  of  the 
carcinomas  picked  up  by  xeromammography 
cannot  be  felt  by  the  patient  or  referring  physi- 
cian. It  is  believed  that  this  percentage  will 
increase  dramatically  over  the  next  several 
years  as  we  examine  more  patients  routinely. 
Already,  in  August  1974,  Dr.  Wolfe  reported 
that  30.1%  of  462  breast  carcinomas  picked 
up  by  xeromammography  in  his  department 
were  occult  carcinomas.2 


With  the  development  of  better  modalities 
for  detection  of  early  breast  carcinoma  came 
the  development  of  breast  screening  clinics. 
The  government  now  supports  27  such  clinics 
throughout  the  U.S.  In  these  clinics,  asymp- 
tomatic women  over  the  age  of  35  undergo 
a physical  examination,  thermography  and 
mammography  and/or  xeromammography 
once  a year  for  five  years.  It  is  hoped  that 
much  needed  and  useful  information  regarding 
the  epidemiology  of  breast  cancer  will  be  ob- 
tained. 

At  this  time  the  following  are  the  generally 
accepted  ideal  guidelines  for  routine  xeromam- 
mography. 

1.  A woman  should  have  a baseline  study 
sometime  around  the  age  of  32.  It  has 
been  regarded  as  a generally  non-pro- 
ductive study  for  routine  use  under  the 
age  of  30,  primarily  because  of  the  ex- 
tremely low  incidence  of  carcinoma  in 
this  age  group  (less  than  1 % of  all  breast 
carcinomas). 

2.  A second  examination  should  be  done 
around  the  age  of  35. 

3.  After  the  age  of  40,  yearly  examination 
should  be  done. 

Obviously,  it  would  be  very  difficult  to 
carry  out  the  ideal  program.  At  the  present 
time  it  would  be  physically  impossible  to  ex- 
amine every  woman  over  the  age  of  40  with 
xeromammography.  Therefore,  a second  set 
of  minimum  guidelines  has  been  established.  It 
is  recommended  that  at  least  the  following 
women,  who  constitute  the  high  risk  groups, 
should  be  examined  routinely  every  year  with 
routine  mammography  and/or  xeromammog- 
raphy. 

1.  Women  with  known  fibrocystic  disease 
and  multiple  biopsies  for  benign  disease. 

2.  Women  with  a strong  family  history  of 
breast  carcinomas. 

3.  Women  with  large,  pendulous  breasts 
which  are  difficult  to  examine. 

4.  Women  with  a previous  radical  mastec- 
tomy (the  incidence  of  a second  carcin- 
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oma  in  the  second  breast  is  15%).  They 
should  be  followed  every  six  months. 

5.  Women  who  are  about  to  undergo  sur- 
gical treatment  for  a known  carcinoma 
in  one  breast.  (The  incidence  of  multi- 
focal areas  of  carcinoma  in  one  breast 
seen  by  xeromammography  is  10%). 2 

Certainly,  though  we  cannot  at  this  time  ex- 
amine EVERY  woman,  we  should  continue  to 
examine  as  many  as  we  possibly  can.  Any 
woman  over  the  age  of  35  who  asks  for  a rou- 
tine examination  should  be  able  to  receive  it. 

When  a suspicious  lesion  is  detected  in  a pa- 
tient by  xeromammography,  the  surgeon,  the 
radiologist  and  the  pathologist  must  work  close- 
ly together  to  effect  adequate  treatment  of  the 
patient.  The  radiologist  should  locate  the 
lesion  for  the  surgeon.  The  surgeon,  upon  re- 
moval of  the  suspicious  area,  should  obtain  a 


Fig.  2.  Specimen  radiograph  of  tissue  removed  from 
suspicious  area  in  breast.  Arrow  points  to  7mm  mass 
with  linear  calcifications  which  was  originally  picked 
up  by  xeromammography.  The  lesion  could  not  be 
palpated.  The  specimen  radiograph  confirmed  that 
the  suspicious  lesion  had  been  removed  (note  that  the 
mass  is  at  the  edge  of  the  specimen  and  was  almost 
missed).  The  pathologist  examined  this  exact  area  and 
found  intraductal  carcinoma. 

specimen  radiogram  (Fig.  2)  to  assure  that  the 
suspicious  area  was  indeed  removed  and  to  di- 
rect the  pathologist  to  the  exact  area  for  exam- 


ination. With  our  new  modalities,  we  are  now 
dealing  with  carcinomas  that  are  less  than  1 cm. 
in  size.  At  this  time,  detection  of  occult  car- 
cinoma and  accurate  treatment  is  the  only  ap- 
parent chance  for  increased  survival  rates. 

Summary 

Cure  rates  for  breast  carcinoma  will  not  im- 
prove as  long  as  we  wait  for  the  usual  clinical 
manifestation  of  breast  cancer.  With  the  ad- 
vent of  xeromammography,  we  have  an  excel- 
lent modality  for  detection  of  early  carcinoma. 
Combined  with  physical  examination  and 
thermography,  our  accuracy  for  detection  ap- 
proaches 96%.  Close  cooperation  between  the 
surgeon,  radiologist  and  pathologist  provides 
the  best  possible  treatment  of  the  patient.  Now 
we  must  have  the  patient’s  and  her  referring 
physician’s  cooperation  in  making  routine 
screening  for  breast  carcinoma  feasible,  and, 
thereby  change  the  unchanging  mortality 
statistics. 
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Comment 

The  technique  of  soft  tissue  radiologic  study 
of  the  breast  has  come  a long  way  since  the 
early  mammograms  of  Dr.  Gershon-Cohen  and 
radiologists  that  followed  in  his  pioneering 
footsteps.  Any  clinician  observing  abnormal- 
ities in  the  breast  on  xeromammograms  can’t 
help  but  be  impressed  by  the  quality  of  these 
studies.  These  examinations  produce  precise 
images  of  a quality  that  can  be  readily  ap- 
preciated by  most  of  us,  and  occult  non-palp- 
able  abnormalities  are  easily  seen! 

Despite  the  obvious  precision  and  clinical 
usefulness  of  xeromammography,  there  are  still 


Volume  102,  April,  1975 


315 


The  Medical  Society 
of  Virginia 


ANNUAL  MEETING 

Roanoke 


October  23-26,  1975 
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propantheline  bromide 

Indications:  Pro-BanthTne  is  effective  as 
adjunctive  therapy  in  the  treatment  of  peptic 
ulcer.  Dosage  must  be  adjusted  to  the 
individual. 

Contraindications:  Glaucoma,  obstructive 
disease  of  the  gastrointestinal  tract, 
obstructive  uropathy,  intestinal  atony,  toxic 
megacolon,  hiatal  hernia  associated  with 
reflux  esophagitis,  or  unstable  cardiovascular 
adjustment  in  acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac 
disease  should  be  given  this  medication 
with  caution.  Fever  and  possibly  heat  stroke 
may  occur  due  to  anhidrosis. 

Overdosage  may  cause  a curare-like  action, 
with  loss  of  voluntary  muscle  control. 

For  such  patients  prompt  and  continuing 
artificial  respiration  should  be  applied  until 
the  drug  effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate 
obstruction,  and  this  possibility  should  be  con- 
sidered before  administering  Pro-BanthTne. 
Precautions:  Since  varying  degrees  of  urinary 
hesitancy  may  be  evidenced  by  elderly  males 
with  prostatic  hypertrophy,  such  patients 
should  be  advised  to  micturate  at  the  time 
of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients 
severely  ill  with  ulcerative  colitis. 

Adverse  Reactions:  Varying  degrees  of 
drying  of  salivary  secretions  may  occur  as 
well  as  mydriasis  and  blurred  vision.  In 
addition  the  following  adverse  reactions  have 
been  reported:  nervousness,  drowsiness, 
dizziness,  insomnia,  headache,  loss  of  the 
sense  of  taste,  nausea,  vomiting,  constipation, 
impotence  and  allergic  dermatitis. 

Dosage  and  Administration:  The 
recommended  daily  dosage  for  adult  oral 
therapy  is  one  15-mg.  tablet  with  meals  and 
two  at  bedtime.  Subsequent  adjustment  to 
the  patient’s  requirements  and  tolerance 
must  be  made. 

How  Supplied:  Pro-BanthTne  is  supplied  as 
tablets  of  15  and  7.5  mg.,  as  prolonged- 
acting  tablets  of  30  mg.  and,  for  parenteral 
use,  as  serum-type  vials  of  30  mg. 
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"Antiacid”  action 
for  ulcer  patients... 


one  of  the  many  things  you 
need  in  an  anticholinergic 


Pro-BanthTne  is  considered  adjunctive 
in  total  peptic  ulcer  therapy  that  may 
include  diet,  conventional  antacids, 
bed  rest,  and  other  supportive  measures. 
Pro-BanthTne  is  provided  in  several 
different  dosage  forms  which  will  meet 
virtually  any  clinical  need.  It  is  just  as 
versatile  in  filling  patient  needs,  among 
which  are: 

"Antiacid"  action  — Pro-BanthTne® 
(propantheline  bromide)  reduces  gastric 
secretory  volume  and  resting  total  and 
free  acid. 

"Analgesic"  action  — Pro-BanthTne  helps 
to  control  the  acid-spasm-pain  complex. 

Vigorous  anticholinergic  action  — 

Pro-BanthTne!  Vials,  30  mg.,  are  for 
intramuscular  or  intravenous  use  when 
prompt  and  vigorous  anticholinergic 
action  is  required. 

Mild  anticholinergic  action  — 

Pro-BanthTne®  Half  Strength,  7.5  mg. 
tablets,  for  more  exact  adjustment  of 
maintenance  dosage  in  mild  to 
moderate  gastrointestinal  disorders. 


Pro-Banthine 
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N0.4~for  pain  intensity  below  the  need  For  injectables 

As  a rule,  only  pain  that  requires  morphine  is  beyond  the  scope 
of  Empirin®  Compound  with  Codeine  No.  4.  That’s  because  it 
delivers  a full  grain  of  codeine.  (In  the  preferred  phosphate 
form.)  Its  ant itussive  action  is  particularly  appreciated  by 
patients  with  fractured  ribs,  and  following  chest  or  abdominal 
surgery.  Its  low  addiction  liability  is  a bonus. for  all  patients  who 
require  potent  analgesia.  ^ 

N0.3-for  almost  all  other  kinds  of  lesser  pain 

Most  other  kinds  of  lesser  pain  respond  to  Empirin  Compound 
with  Codeine  No.  3— whether  musculoskeletal,  neurological, 
soft-tissue  or  visceral.  One  might  say  No.  3 is  an  “all-purpose” 

analgesic - not  too  little  not  ^ /Burroughs  Wellcome  Co. 

too  much.  Just  right  for  your  ® / Research  Triangle  Park 

out-patients  in  these  categories.  Welcome  / North  Carolina  27709 


Wherever  it  hurts 


No.3, codeine phosphate*(32. 4 mg) gry2  ■ No.4,  codeine  phosphate*(64.8  mg)  grl 

Warning— may  be  habit-forming.  Each  tablet  also  contains  aspirin  gr  3V£,  phenacetin  gr  2'/2,  caffeine  gr  Vi- 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  literature  or  PDR.  The 
following  is  a brief  summary. 

Indications:  Edema  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome;  steroid-induced  and  idiopathic 
edema;  edema  resistant  to  other  diuretic  ther- 
apy. Also,  mild  to  moderate  hypertension. 
Contraindications:  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  com- 
ponent. Continued  use  in  progressive  renal  or 
hepatic  dysfunction  or  developing  hyperkalemia . 
Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without 
ulceration.  Hyperkalemia  (>5.4  mEq/L)  has 
been  reported  in  4%  of  patients  under  60  years, 
in  12%  of  patients  over  60  years,  and  in  less 
than  8%  of  patients  overall.  Rarely,  cases  have 
been  associated  with  cardiac  irregularities. 
Accordingly,  check  serum  potassium  during 
therapy,  particularly  in  patients  with  suspected 
or  confirmed  renal  insufficiency  (e.g.,  elderly  or 
diabetics).  If  hyperkalemia  develops,  substitute 
a thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  ‘Dyazide’,  check  serum  potas- 
sium frequently  —both  can  cause  potassium  re- 
tention and  sometimes  hyperkalemia.  Two 
deaths  have  been  reported  in  patients  on  such 
combined  therapy  (in  one,  recommended  dosage 
was  exceeded;  in  the  other,  serum  electrolytes 
were  not  properly  monitored).  Observe  patients 
on  ‘Dyazide’  regularly  for  possible  blood  dys- 
crasias,  liver  damage  or  other  idiosyncratic 
reactions.  Blood  dyscrasias  have  been  reported 
in  patients  receiving  Dyrenium  (triamterene, 
SK&F).  Rarely,  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported  with  the  thiazides.  Watch  for  signs  of 
impending  coma  in  acutely  ill  cirrhotics.  Thia- 
zides are  reported  to  cross  the  placental  barrier 
and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombo- 
cytopenia. altered  carbohydrate  metabolism 
and  possibly  other  adverse  reactions  that  have 
occurred  in  the  adult.  When  used  during 
pregnancy  or  in  women  who  might  bear 
children,  weigh  potential  benefits  against 
possible  hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and 
BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive  effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may 
occur:  hyperuricemia  and  gout,  reversible 
nitrogen  retention,  decreasing  alkali  reserve 
with  possible  metabolic  acidosis,  hypergly- 
cemia and  glycosuria  (diabetic  insulin  require- 
ments may  be  altered),  digitalis  intoxication  (in 
hypokalemia).  Use  cautiously  in  surgical  pa- 
tients. Concomitant  use  with  antihypertensive 
agents  may  result  in  an  additive  hypotensive 
effect. 

Adverse  Reactions:  Muscle  cramps,  weakness,, 
dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Rarely,  necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  and  xanthopsia  have 
occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules;  in  Single 
Unit  Packages  of  100  (intended  for  institutional 
use  only). 
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KEEP  THE  HYPERTENSIVE 
PATIENT  ON  THERAPY 
KEEP  THERAPY  SIMPLE  WITH 

DVfeZIDE 

Each  capsule  contains  50  mg.  of  Dyrenium'  (brand  of 
triamterene)  and  25  mg.  of  hydrochlorothiazide. 


Neither  inconvenient  potassium  supplements 
nor  special  K+  rich  diets  needed  as  a rule. 

Just  ‘Dyazide’  once  or  twice  daily  for  maintenance. 


Two  prime  reasons  patients  drop  out  of  hypertensive  therapy  are  ( 1 ) 
the  patient  failed  to  understand  directions,  and  (2)  the  regimen  was 
overly  complicated.  Dosage  is  simple  with  ‘Dyazide’,  easily  understood, 
once  or  twice  daily,  depending  on  response.  There’s  no  need  to  com- 
plicate the  regimen  with  potassium  supplements  or  unwieldy 
potassium-rich  diets. 


TO  KEEP  BLOOD  PRESSURE  DOWN 
AND  KEEP  POTASSIUM  LEVELS  UP 


On  land,  sea,  and  in  the  air... 


Up  to  24  hours  of  effective  control  with 
a single  dose. ..in  nausea,  vomiting  and 
dizziness  associated  with  motion  sickness. 

Dosage:  25  to  50  mg.  1 hour  before  travel. 
Available  on  prescription  only. 

BRIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 
CONTRAINDICATIONS.  Administration  of  Antivert 
during  pregnancy  or  to  women  who  may  become  pregnant 
is  contraindicated  in  view  of  the  teratogenic  effect  of  the 
drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during 
the  12-15  day  of  gestation  has  produced  cleft  palate  in  the 
offspring.  Limited  studies  using  doses  of  over  100  mg./kg./ 
day  in  rabbits  and  10  mg./kg./day  in  pigs  and  monkeys  did 


not  show  cleft  palate.  Congeners  of  meclizine  have  caused 
cleft  palate  in  species  other  than  the  rat. 

Meclizine  HC1  is  contraindicated  in  individuals  who 
have  shown  a previous  hypersensitivity  to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur 
with  use  of  this  drug,  patients  should  be  warned  of  this  pos- 
sibility and  cautioned  against  driving  a car  or  operating 
dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and 
effectiveness  in  children  have  not  been  done;  therefore, 
usage  is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy.  See  “Contraindications.” 


ADVERSE  REACTIONS.  Drowsiness, 
dry  mouth  and,  on  rare  occasions, 
blurred  vision  have  been  reported. 
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unresolved  questions  regarding  the  role  of  this 
technique  in  breast  cancer  screening  in  our 
female  population.  The  authors  make  two  very 
valid  points  in  this  regard:  first  is  the  fact  that 
achieving  a diagnosis  of  breast  cancer  before  it 
is  clinically  obvious  will  undoubtedly  improve 
our  therapeutic  results,  and  secondly,  xero- 
mammography can  reveal  some  occult  cancers 
that  are  not  clinically  apparent  to  the  patient 
or  physician. 

The  first  question  that  must  be  answered 
regarding  xeromammography  for  asympto- 
matic populations  relates  to  the  number  of  sig- 
nificant lesions  detected  by  this  technique. 
Whatever  the  yield  using  this  technique,  it 
must  be  balanced  against  both  risk  and  cost. 
The  radiation  exposure  for  this  examination 
may  be  insignificant  but  some  radiologists  are 
not  yet  ready  to  completely  dismiss  this  dosage 
as  inconsequential,  particularly  if  many  repeat 
examinations  are  recommended.  It  would  be 
unfair  to  suggest  that  xeromammography  is 
dangerous  but  more  radiation  exposure  may 
occur  than  with  some  of  our  other  radiologic 
examinations.  The  cost  of  this  examination  in 
terms  of  equipment  and  manpower  is  consider- 
able, a factor  that  leads  to  some  interest  in  de- 
termining the  “cost-benefit  ratio”  for  this  ex- 
amination as  a screening  technique. 

The  above  considerations  are  what  led  to 
the  Breast  Screening  Demonstration  projects 
that  are  jointly  sponsored  by  the  American 
Cancer  Society  and  the  National  Cancer  Insti- 
tute. The  purpose  of  these  screening  centers 
is  to  establish  the  proper  role  of  techniques  of 
this  type  in  screening  asymptomatic  popula- 
tions. The  authors  imply  that  xeromammog- 
raphy should  be  applied  to  as  many  women 
as  feasible  but  we  may  well  find  that  this  beau- 
tiful technique  should  be  selectively  rather 
than  universally  employed. 

If  a selective  approach  to  application  of 
xeromammography  is  chosen  what  should  the 
guidelines  be?  The  screening  centers  described 
above  will  hopefully  give  us  these  answers  but 
we  need  some  general  guidelines  now  to  serve 


us  until  hard  data  are  available.  The  authors 
have  reviewed  some  excellent  and  widely  ac- 
cepted guidelines,  most  of  which  we  have 
found  useful  in  our  practice.  Whether  yearly 
follow  up  study  is  practical  or  rewarding  is 
open  to  some  question  but  this  information 
should  be  a product  of  the  studies  described 
earlier. 

If  the  “return”  from  screening  all  women 
with  xeromammograms  does  prove  to  be  too 
low  for  the  cost  in  dollars  or  in  manpower, 
will  this  eliminate  this  approach  as  a practical 
screening  technique  for  breast  cancer?  Obvi- 
ously not!  This  examination  has  clearly  proven 
its  value  and  we  believe  it  must  have  some  role 
in  our  future  efforts  at  screening  asymptomatic 
women.  The  application  of  this  technique  to 
the  overall  screening  process  could  be  selective, 
however,  and  the  approach  considered  by  some 
takes  advantage  of  other  means  for  increasing 
the  yield  from  this  more  detailed  study.  For 
example,  women  with  positive  family  history 
of  breast  cancer,  abnormal  thermograms,  or 
questionable  previously  undetected  physical 
findings  might  be  a realistic  prerequisite  for 
this  more  complex  radiologic  screening  exam- 
ination. These  criteria  might  lead  to  xeromam- 
mography for  as  many  of  30%  of  asympto- 
matic women  entering  an  organized  screening 
process,  but  might  also  bring  the  yield  of  this 
examination  into  a higher  range. 

Whatever  data  are  accumulated  in  the  near 
future,  we  are  convinced  that  xeromammog- 
raphy is  a significant  advance  in  cancer  control. 
Not  since  the  development  of  the  Pap  test  for 
uterine  cancer  have  we  had  a technique  that 
has  real  promise  for  cancer  diagnosis  at  a truly 
curable  stage.  We  are  grateful  to  the  authors 
for  this  lucid  and  informative  presentation  of 
this  timely  and  important  topic. 

The  Editors 

All  correspondence  & reprints:  Anne  C.  Brower, 
M.D.,  Department  of  Radiology,  University  of 
Virginia,  School  of  Medicine,  Charlottesville, 
Virginia,  22901. 
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MACK  I.  SHANHOLTZ,  M.D. 

State  Health  Commissioner  of  Virginia 

Consent  and  Treatment  of  the  Minor  Patient 


Nature  of  Consent 

The  issue  of  legally  effective  consent  is  an 
area  of  vital  importance  for  the  physician  and 
the  hospital  administrator.  Failure  to  procure 
proper  authorization  for  medical  treatment 
from  a competent  patient  or  someone  legally 
empowered  to  consent  for  him  could  render 
the  hospital  or  physician  liable  for  a tortious 
act. 

In  order  to  be  valid,  consent  must  be  ob- 
tained after  the  patient  has  reasonably  been  in- 
formed of  the  nature  of  the  proposed  treat- 
ment and  the  risks  involved.  The  physician  is 
responsible  for  obtaining  valid  consent,  and  it 
must  be  based  on  providing  the  patient  with 
sufficient  information  for  him  to  make  an  intel- 
ligent decision  whether  to  authorize  the  speci- 
fied procedure. 

There  is  a legally  effective  “implied”  con 
sent  in  an  emergency  situation.  The  existence 
of  an  emergency  is  defined  by  the  following 
circumstances:  there  should  be  a threat  to  the 
life  or  limb  of  the  patient;  the  threat  must  be 
of  an  immediate  nature;  the  need  to  proceed 
with  medical  treatment  should  be  well  docu- 
mented by  consultation  with  at  least  one  other 
physician;  there  should  be  a reasonable  attempt 
to  obtain  authorization  from  an  individual 
legally  capable  of  rendering  consent  for  the 
patient. 

Consent  and  Treatment  of  the  Minor 

In  the  instance  of  the  minor  patient,  how- 

Prepared  by  Mark  D.  Judy,  candidate  for 
M.H.A.  degree  at  School  of  Allied  Health  Pro- 
fessions, Department  of  Hospital  and  Health  Care 
Administration,  Medical  College  of  Virginia, 
Health  Sciences  Division,  Virginia  Common- 
wealth University,  Richmond. 

Medico-Legal  Bulletin,  Richmond,  Virginia, 
January  1975. 


ever,  and  in  the  absence  of  an  emergency,  con- 
sent should  be  obtained  from  an  individual  em- 
powered with  the  legal  capacity  to  consent  on 
behalf  of  the  minor,  generally  the  minor’s 
parents  or  guardian.  This  consent,  too,  must 
be  based  on  sufficient  information  for  the  indi- 
vidual to  formulate  an  intelligent  decision.  In 
addition,  when  a minor  has  reached  the  age  of 
discretion  (14-15),  and  he  is  sufficiently  capa- 
ble of  comprehending  the  nature  of  his  medi- 
cal problem  and  the  risks  of  the  proposed  medi- 
cal treatment,  then  the  minor’s  consent  should 
also  be  obtained  prior  to  initiation  of  the  medi- 
cal act.  A minor  is  a person  who  has  not 
reached  his  statutory  majority.  In  Virginia  in- 
dividuals reach  their  majority  at  the  age  of  18. 
(Virginia  Code,  Section  1-13.42). 

An  emergency  situation  may  eliminate  the 
necessity  for  a signed  consent  form.  An  im- 
plied consent  can  be  inferred.  In  an  emer- 
gency, where  time  permits,  effort  should  be 
made  to  contact  a minor’s  parents,  and  obtain 
their  consent.  This  effort  need  not  be  exten- 
sive. A phone  call  to  a supposed  correct  num- 
ber would  probably  suffice;  if  the  parents  can- 
not be  contacted,  then  it  is  lawful  to  proceed. 

In  various  states,  statutes  have  been  enacted 
which  recognize  that  an  emancipated  minor 
has  the  legal  Capability  to  render  a valid  con- 
sent. Some  states  have  statutes  which  allow 
minors  effectively  to  consent  to  medical  treat- 
ment for  themselves  and  their  children.  This 
latter  is  a restatement  of  the  common  law. 

In  some  instances,  courts  have  adopted  the 
position  that  the  minor’s  consent  alone  may  be 
valid,  when  considered  in  relation  to  the 
minor’s  intellectual  maturity  and  his  under- 
standing of  the  treatment  to  be  performed  and 
its  benefit  to  the  minor.  To  be  protected,  how- 
ever, and  to  avoid  an  argument  about  the  ma- 
turity of  the  minor,  one  should  obtain  parental 
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consent  as  well  as  that  of  the  minor.  The  fol- 
lowing guidelines  are  applicable.  Generally  the 
consent  of  a parent  to  a surgical  operation  is 
necessary.  Certain  exceptions,  however,  are 
recognized: 

1 . When  an  emergency  exists. 

2 . When  the  minor  is  emancipated. 

3.  When  the  parents  are  so  remote  as  to 
make  it  impractical  to  obtain  consent  in 
time  to  accomplish  proper  results. 

4.  When  the  minor  is  close  to  majority  and 
is  mature  enough  to  comprehend  the 
medical  treatment  and  gives  an  informed 
consent. 

Refusal  of  Parental  Consent 

In  some  instances  parents  have  refused  to 
consent  to  medical  treatment  for  their  minor 
children.  This  circumstance  places  the  hospital 
and  physician  in  an  awkward  legal  situation: 
(1)  Treatment  can  be  provided,  over  the  ob- 
jections of  the  parents,  but  would  expose  the 
physician  and  hospital  to  liability  for  unauthor- 
ized treatment;  or  (2)  legal  action  can  be  in- 
itiated to  have  the  court  consider  transferring 
the  custody  of  the  child  to  someone  who  will 
consent  to  the  treatment;  or  (3)  a decision  to 
do  nothing  could  be  made. 

In  an  emergency  situation,  treatment  over 
the  objections  of  the  parents  should  be  done 
only  after  careful  consideration  of  the  situ- 
ation, the  complexity  and  risk  of  the  procedure 
weighed  against  the  danger  to  the  child  if  the 
procedure  is  not  performed,  the  time  element 
involved,  and  the  possible  liability  to  the  physi- 
cian and  the  hospital.  Consultation  with  at 
least  one  other  physician  is  highly  advisable, 
and  a full  explanation  of  the  factors  must  be 
entered  in  the  medical  record.  After  these  con- 
siderations are  carefully  evaluated,  and  where 
it  is  decided  that  immediate  action  is  required  to 
preserve  the  life  or  limb  of  the  minor,  then  the 
physician  should  proceed  with  necessary  medi- 
cal action.  If  litigation  ensues,  and  the  court 
does  not  recognize  an  implied  consent  because 
of  the  known  parental  objections,  the  physi- 
cian may  be  held  liable  for  an  unauthorized 
procedure,  but  most  probably  only  nominal 


damages  would  be  awarded  to  the  plaintiff, 
particularly  where  the  medical  treatment  was 
successful. 

When  parental  objections  exist,  and  time 
permits,  the  physician  or  hospital  should  rely 
on  the  legal  process  to  obtain  a judicial  opinion 
or  consent  for  necessary  medical  treatment  for 
the  minor. 

Every  state  has  legislation  to  protect 
neglected  children,  which  empowers 
the  judiciary,  upon  petition,  to  order 
the  custody  and  control  of  the  minor, 
deemed  neglected,  transferred  from 
his  parents  to  facilitate  necessary 

treatment all  dispositive  clauses 

can  be  interpreted  as  giving  the  court 
power  to  authorize  medical  care  for 
the  child.1 

The  courts  are  quick  to  intervene,  under  the 
“Parens  Patriae”  Doctrine,  when  the  child’s 
life  is  at  stake  and  to  decide  what  is  best  for 
the  child.  A child  in  immediate  danger  is 
neglected  within  the  legal  meaning  of  the  term, 
when  his  parents  do  not  provide  necessary 
medical  treatment  for  him. 

The  courts  have  held  that  religious  beliefs 
are  not  grounds  upon  which  to  withhold  medi- 
cal treatment  for  one’s  child.  “The  law  may 
not  interfere  with  religious  convictions,  but  it 
may  interfere  with  their  practices.”  2 In  making 
decisions  on  whether  or  not  to  intervene,  the 
courts  consider  the  immediacy  of  the  situation, 
the  risks  to  the  child’s  life  inherent  in  the  treat- 
ment versus  the  risk  of  the  condition  if  not 
treated,  the  social  or  psychological  effects  on 
the  minor  and  the  child’s  personal  wishes. 

Controversy  Between  Parents 

If  controversy  arises  in  which  one  parent 
consents  to  treatment  for  his  minor  child,  and 
his/her  spouse  objects,  the  hospital  and  physi- 
cian are  placed  in  a difficult  situation.  In  a non- 

1 Hospital  Law  Manual,  Health  Law  Center, 
Univ.  of  Pittsburgh,  Vol.  I,  Consent,  p.  49,  Feb. 
1973. 

2 Mitchell  v.  Davis,  205  SW  2nd  812  (Texas, 
1947)  State  v.  Armstrong,  239  P 2d  545  (Wash- 
ington 1952). 
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emergency  situation,  and  these  objections  are 
known,  the  hospital  and  physician  are  advised 
not  to  proceed.  In  cases  of  immediate  emer- 
gency and  this  controversy  is  apparent,  then 
the  one  consenting  parent  should  sign  the 
proper  form  and  specify  the  objections  of  his/ 
her  spouse.  A consultation  between  two  or 
more  physicians  would  also  be  advisable  to 
strengthen  the  attending  physician’s  defense. 
In  the  instance  that  the  hospital  or  physician 
were  sued  for  unauthorized  treatment,  they 
would  probably  be  protected  sufficiently  by 
the  one  parent’s  consent. 

The  doctrine  of  exclusive  paternal  control, 
which  has  its  origin  deep  in  common  law,  has 
been  superseded  by  the  various  states’  guard- 
ianship laws.  These  statutes  recognize  the 
mother  as  an  equal  with  her  husband  in  mak- 
ing decisions  bearing  upon  their  children.  “The 
rights  of  both  parents  are  equal  as  regards  the 
care,  nurture,  education  and  welfare  of  their 
children.”  3 

Today,  parents,  if  living  together,  share 
equally  in  the  authority  to  consent  to  medical 
treatment  for  their  minor  children.  If,  how- 

3  Boerger  v.  Boerger,  97  A 2d  419  (New  Jersey, 
1953). 


ever,  the  parents  are  separated,  or  divorced,  the 
parent  who  has  been  granted  legal  custody  has 
paramount  authority  to  consent  to  medical 
treatment  for  the  minor  children. 

Summary 

In  order  to  free  the  hospital  and  physician 
from  liability  for  nonconsensual  touching  of  a 
patient,  each  should  periodically  review  and 
revise  its  policies  for  obtaining  effective  con- 
sent to  medical  treatment,  and  verify  that  these 
procedures  are  in  compliance  with  and  meet 
the  requirements  of  the  law.  It  is  essential  for 
the  protection  of  the  patient,  physician,  and 
hospital  that  the  responsibility  for  obtaining  a 
valid  consent  be  clearly  understood  and  dili- 
gently practiced;  especially  in  the  instance  of 
the  minor  patient.  In  certain  cases  of  immedi- 
ate emergency,  where  time  is  of  the  essence, 
the  physician  may  have  to  consult,  act,  and 
make  decisions  which  in  his  professional  judg- 
ment are  for  the  best  interests  of  the  child.  Ex- 
cept in  the  extreme  emergency,  however,  the 
physician  should  always  seek  parental  or  guard- 
ian approval  of  his  contemplated  therapy.  The 
physician  or  hospital  can  always  seek  help 
from  the  Court,  as  the  ultimate  Guardian  of  the 
welfare  of  the  minor. 


Chronic  Hepatitis 


The  cooperation  of  physicians  is  requested 
in  the  referral  of  patients  for  studies  of  chronic 
aggressive  hepatitis  or  chronic  persistent  hepa- 
titis being  undertaken  at  the  National  Institutes 
of  Health  Clinical  Center,  Bethesda,  Maryland, 
by  the  National  Institute  of  Arthritis,  Metab- 
olism, and  Digestive  Diseases. 

Needed  are  untreated  patients  who  are  SH 
antigen  negative,  preferably  by  radioimmunoas- 
say. All  patients  accepted  for  study  will  be 
admitted  to  the  Clinical  Center  where  they 
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will  undergo  a detailed  evaluation  of  their  con- 
dition and  be  started  on  appropriate  treatment. 
Duration  of  the  admission  is  expected  to  be 
about  three  weeks. 

Physicians  interested  in  further  details  or  in 
having  their  patients  considered  for  admission 
may  write  or  telephone:  E.  Anthony  Jones, 
M.D.,  National  Institutes  of  Health,  Clinical 
Center,  Room  4-D-54,  Bethesda,  Maryland 
20014.  Phone:  (301)  496-1722. 
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Annual  Report  Highlights 

Selected  highlights  from  the  annual  report 
of  Virginia  Fletcher  (Mrs.  Donald  F.,  Jr.), 
president  for  1973-74,  capsule  the  achievements 
of  the  past  year  and  should  serve  as  an  inspira- 
tion as  we  work  toward  our  goals  for  1974-75. 
Following  are  excerpts  from  Mrs.  Fletcher’s 
report: 

The  1973-74  theme  “Set  Sail  for  Adventure” 
was  taken  from  the  prose  of  the  late  Dr.  Oliver 
Wendell  Holmes  who  wrote:  “I  find  the  great 
thing  in  this  world  is  not  so  much  where  we 
stand  as  in  what  direction  we  are  moving;  To 
reach  the  port  of  Heaven,  we  must  sail  some- 
times with  the  wind  and  sometimes  against  it 
—but  we  must  sail,  and  not  drift,  nor  lie  at 
anchor.” 

The  1,747  doctors’  wives  who  accepted  the 
invitation  last  October  to  embark  in  the  USS 
WAMSV  for  a year-long  imaginary  cruise  dis- 
covered that  Virginia  sailed  with  the  wind  and 
in  many  directions. 

The  first  great  adventure  was  sailing  into 
San  Antonio,  Texas,  for  the  installation  of  our 
own  Opal  Thompson  (Mrs.  Nash)  as  Presi- 
dent of  the  Woman’s  Auxiliary  to  the  Southern 
Medical  Association.  The  installing  officer 
was  Mrs.  Kalford  Howard,  a past  president  of 
the  SMA  Auxiliary.  Both  Mrs.  Thompson  and 
Mrs.  Howard  are  past  State  presidents. 


Opening  a sea  chest,  the  Research  and  Ro- 
mance of  Medicine  Chairman  awarded  our 
State  a certificate  and  $15.00  for  the  best  State- 
wide Exhibit.  The  handhewn  wooden  splint 
was  used  by  Dr.  James  E.  Copeland  in  Lou- 
doun County  about  1864.  The  Woman’s  Aux- 
iliary to  the  Roanoke  Academy  of  Medicine 
won  a certificate  and  the  Guy  Smith  Kirby 
Cup  for  the  Second  Best  Overall  Observance 
of  Doctors’  Day.  The  exhibit  was  a taped 
version  with  script  and  pictures  of  the  musical 
skit,  “Dr.  M.  D.— USA”,  written,  directed  and 
performed  by  the  WARAM  Chorus. 

The  six-month  voyage  to  the  component 
auxiliaries  began  on  November  27  th  with  a 
visit  to  the  Southside  Virginia  Auxiliary  and 
the  last  port  of  call  was  the  Northern  Neck 
Auxiliary  on  May  23rd. 

Following  a successful  “Day  at  the  Legisla- 
ture” in  February,  more  than  ten  shipmates 
sailed  to  the  1974  AMA/AMPAC  Public  Af- 
fairs Workshop  in  Washington  in  March.  Op- 
portunity was  provided  for  members  to  par- 
ticipate in  discussion  sessions  on  legislative  is- 
sues of  importance  to  the  medical  profession. 

Pennants  were  flying  high  as  Margie  Warres 
(Mrs.  Leonard),  the  IHA  Chairman  of  the 
AMA  Auxiliary,  was  piped  aboard  for  the 
Mid-Year  Board  meeting  in  Richmond  in 
March.  High  spirited  adventurers  enjoyed  the 
two-day  meeting  with  a land-lubbers’  over- 
night at  “Roslyn”,  the  Episcopal  Diocesan 
Center.  Proposed  changes  to  the  Bylaws  and 
Handbook  were  accepted  by  the  Board  and 
were  presented  at  the  annual  meeting  in  No- 
vember. 

As  a result  of  increased  activity  in  interna- 
tional waters,  your  Skipper  chose  IHA  as  the 
topic  for  the  two-minute  presentation  to  the 
AMA  Auxiliary  in  June. 

A treasure  discovered  and  distributed  in 
May  was  $27,352.71  in  AMA-ERF  funds  to 
the  three  medical  schools  in  Virginia.  The 
nation’s  medical  schools  received  $1,265,000 
representing  AMA-ERF  contributions  col- 
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lected  in  1973.  This  was  the  largest  amount 
distributed  in  ten  years.  Kay  Reardon  (Mrs. 
William)  who  served  as  the  Eastern  Region 
AMA-ERF  Chairman  during  1973-74  will 
continue  in  that  position  for  a second  year. 
The  Virginia  Auxiliary  won  an  Armetale  plate 
for  contributing  over  $10.00  per  member  (the 
actual  amount  was  $18.21). 

Perhaps  the  greatest  adventure  of  the  entire 
voyage  was  the  AMA  Auxiliary  Convention 
in  Chicago  where  our  own  Anna  Anderson 
(Mrs.  Daniel)  was  elected  Vice-President  of 
the  Eastern  Region.  This  is  the  highest  honor 
ever  accorded  any  member  of  the  Virginia 
Auxiliary. 

In  September,  the  Fairfax  Auxiliary  was  pre- 
sented a Certificate  of  Commendation  by  the 
Women’s  Conference  of  the  National  Safety 
Council  for  meritorious  service  to  safety  in  the 
Citation  Awards  Program  1974. 

Under  the  capable  direction  of  the  “First 
Mate”,  workshops  for  all  component  auxiliaries 
were  held  in  Richmond  and  Abingdon  in  Sep- 
tember. 

Incoming  officers  and  committee  chairmen 
cruised  to  Chicago  and  Pittsburgh  in  October 
for  the  Fall  Conference  and  the  Eastern  Reg- 
ional Workshop  and  returned  with  wonderful 
ideas  and  plans  for  1975. 

Our  honored  guest  for  the  Williamsburg 
Adventure  in  November  was  Mrs.  Howard 


Liljestrand,  President,  Woman’s  Auxiliary  to 
the  American  Medical  Association,  who  in- 
stalled the  new  officers.  In  her  inaugural  ad- 
dress in  June,  Mrs.  Liljestrand  asked  everyone 
to  “work  toward  goals  a little  greater  than  you 
have  ever  before  attained— to  reach  for  the 
stars.”  With  237  new  members  in  Virginia 
this  year  and  an  increase  of  27  in  total  member- 
ship, this  State  has  the  potential  to  capture 
those  stars. 

WA-AMA  Convention 

Atlantic  City  will  be  the  scene  of  the  1975 
annual  convention  of  the  Woman’s  Auxiliary 
to  the  American  Medical  Association,  June  15- 
18. 

AMA  president,  Malcolm  Todd,  MD,  will 
be  the  keynote  speaker  for  the  opening  session 
at  which  awards  will  be  given  for  outstanding 
contributions  to  AMA-ERF. 

National  auxiliary  president,  Mrs.  Howard 
Liljestrand,  and  president-elect,  Mrs.  Erie  E. 
Wilkinson,  will  be  honored  at  a reception  Sun- 
day evening,  June  15. 

Howard  Johnson’s  Luxury  Motor  Lodge 
will  be  the  headquarter’s  hotel  of  the  auxiliary. 
Make  plans  now  to  attend  and  watch  for  a 
more  complete  program  of  events  in  the  May 
issue. 

Jean  Cook  (Mrs.  William  A.,  Jr.) 

Chairman , Publicity 


Mass  Education  Program  to  Combat  Pinworms,  Roundworms. 


Combating  two  major  intestinal  parasite 
problems  of  school-age  children,  pinworms 
and  roundworms,  is  the  subject  of  a sound- 
slide  kit  which  can  be  borrowed,  without 
charge,  by  groups  of  medical  professionals  and 
medical  and  nursing  students.  Physicians, 
nurses  and  health  educators  may  also  borrow 
the  slides  for  showing  to  schools,  parents’ 
groups  and  other  civic  organizations. 

Prepared  by  the  Roerig  Division  of  Pfizer 
Pharmaceuticals,  the  kit  of  more  than  80  slides 
and  a tape  cassette  is  designed  as  a weapon  in 
a campaign  launched  by  Vivian  K.  Harlin, 
M.D.,  president  of  the  American  School 


Health  Association.  Dr.  Harlin,  who  is  also  di- 
rector of  health  services,  Seattle  Public 
Schools,  called  for  “a  concerted  attack  on  a 
problem  that  could  affect  as  many  as  one-tenth 
of  the  nation’s  population,  the  greater  propor- 
tion of  them  children.” 

To  borrow  a sound-slide  set  and  obtain 
quantities  of  popularly  written  booklets  on 
treating  pinworms  and  roundworms,  medical 
and  nursing  professionals  and  health  educators 
may  contact  their  local  Roerig  medical  service 
representative  or  write  on  their  letterhead  to 
Roerig,  Pfizer,  Inc.,  235  East  42nd  Street,  New 
York,  N.Y.  10017. 
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The  Joy  of  Teaching  (Yourself) 

l\R.  DAVID  S.  CARROLL’S  PRESIDENTIAL  ADDRESS  to  the  Radio- 
logical  Society  of  North  America,  The  Joy  of  T eachmg1,  was  a charming- 
ly personal  account  of  an  interaction  between  resident  and  teacher:  a resident’s 
question  stimulated  Dr.  Carroll,  the  teacher,  to  a rigorous  mathematical  treat- 
ment of  the  threshold  energy  for  triplet  collision  in  the  interaction  of  radiation 
and  matter,  a solution  of  “little  practical,  and  no  clinical  or  monetary  value”, 
but  a rewarding  intellectual  exercise  for  both  resident  and  teacher. 

Lest  Dr.  Carroll’s  specific  example  strike  dismay  in  some  of  us  older  toilers 
in  the  vineyard  who  have  long  since  lost  (or  never  have  had)  the  conceptual 
agility  to  understand  his  example  and  who  have  little  or  no  stimulating  con- 
tact with  residents,  I propose  to  extend  his  thesis  of  the  joy  of  teaching  so 
that  it  may  be  even  more  applicable  to  those  of  us  in  the  field,  regardless  of 
our  type  of  practice. 

In  common  with  other  practitioners  of  medicine,  we  radiologists  have  a 
bipartite  nature:  each  of  us  harbors  within  him  both  the  eternal  student  and 
the  eternal  teacher,  slumbering  in  some  and  quick  in  others.  Daily  practice, 
even  far  from  the  great  centers  of  medicine,  abounds  in  problems  readily 
soluble  with  primitively  geared  research  or  with  enquiring  professional  atti- 
tudes. Such  problems  comprise  the  catalyst  for  interaction  between  the  stu- 
dent and  the  teacher  within  us,  and  give  rise  to  the  joy  of  teaching  (yourself). 

I will  present  two  recent  problems  and  their  solutions.  It  matters  not  that 
their  solutions  may  have  been  known  to  others  (and  I am  sure  they  were), 
but  that  they  constituted  a learning  experience  that  increased  my  own  candle- 
power,  even  if  ever  so  slightly. 

A recently  published  textbook  of  gross  anatomy3  illustrates  radiographic 
studies  of  the  skull  wherein  the  planum  sphenoidale  is  inaccurately  labeled 
as  the  cribriform  plate.  An  experienced  radiologist  will  recognize  this  error 
at  once.  Where,  then,  is  the  cribriform  plate?  I did  not  recall  seeing  this 
structure  identified  on  the  standard  views  of  the  skull  in  our  radiologic  texts. 
A little  practical  “research”  with  the  dried  skull  and  with  the  laminographic 
method2  indicated  that  we  should  seek  the  cribriform  plate  as  a linear  structure 
just  anterior  and  somewhat  inferior  to  the  planum  sphenoidale,  with  a modest 
inferiorly  directed  concavity.  The  plate  contains  so  many  perforations  for 
the  olfactory  nerve  that  one  could  expect  its  radiologic  identification  often  to 
be  lacking,  and  when  present,  its  definition  often  to  be  poor.  Knowing 
where  to  look  for  it  and  what  it  should  look  like,  I immediately  encountered 
several  examples  in  routine  skull  studies  the  next  day  or  two.  Its  recognition 
is  too  inconstant  to  be  of  any  diagnostic  value. 
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In  a recent  gallbladder  study  I was  able  to  visualize  a greatly  thickened  gall- 
bladder wall  between  the  subserosal  fat  and  a large  oval  central  rim  of  calci- 
fication taken  to  be  a giant  stone.  The  diagnosis  of  porcelain  gallbladder  was 
not  entertained  because  the  “wall”  was  not  calcified  (and  no  stone  was  visual- 
ized impacted  in  the  outlet  tract).  Wasn’t  it  the  wall  of  the  gallbladder  that 
is  calcified  in  porcelain  gallbladder?  On  opening  the  surgical  specimen,  the 
large  oval  “stone”  proved  to  be  plaques  of  calcification  superficially  encrusted 
upon  the  lining  of  a greatly  thickened  gallbladder,  and  easily  peeled  off  there- 
from. Lesson:  the  calcified  “wall”  of  the  porcelain  gallbladder  may  be  just 
superficial  encrustation  on  the  luminal  surface,  and,  at  least  in  this  case,  the 
radiologic  differentiation  between  a large  stone  and  porcelain  gallbladder  was 
not  possible,  even  though  the  non-calcified  “wall”  was  visualized.  Admittedly, 
the  differentiation  is  academic,  but  an  overrefined  diagnosis  will  be  prevented 
in  the  future. 

These  two  learning  experiences,  devoid  of  complexity  and  lacking  in  any 
practical,  clinical  or  monetary  value,  were  just  as  intellectually  rewarding  to 
me  as  Doctor  Carroll’s  more  esoteric  experience  was  to  him.  No  matter  where 
or  what  we  practice,  and  no  matter  how  few  abstract  concepts  we  have  re- 
tained, scarcely  a day  passes  that  does  not  afford  us  opportunities  for  the  joy 
of  teaching  ourselves,  provided  we  just  give  that  teacher  and  student  within 
all  of  us  half  a chance. 

Christian  V.  Cimmino,  M.D. 
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The  Postal  Service  and  the  Journal 

“Neither  snow,  nor  rain,  nor  heat,  nor 
gloom  of  night  stays  these  couriers 
from  the  swift  completion  of  their 
appointed  rounds.” 

DURING  THE  FIRST  QUARTER  of  the  20th  Century  the  two  leading 
pitchers  in  baseball  were  Christy  Mathewson  and  Walter  Johnson.  Both 
had  picturesque  sobriquets:  Mathewson  was  the  “Big  Six”,  Johnson  was  the 
“Big  Train”.  Mathewson’s  baseball  career,  and  shortly  afterward  his  life, 
were  terminated  by  tuberculosis,  though  in  retrospect  he  probably  had  a 
cancer  of  the  lung,  but  this  is  aside  from  the  story.  One  of  his  fans  sent  him 
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a letter  with  only  the  numeral  “6”  cut  from  a calendar  and  stuck  on  the 
envelope.  The  letter  was  promptly  forwarded  to  Christy.  In  those  happier 
days  the  postal  service  took  pride  in  delivering  the  mail  to  the  proper  recipient. 

Somewhere  along  the  line  the  postal  department  has  lost  its  zeal.  A personal 
dead  letter  office  has  been  kept  by  the  writer  and  a neat  collection  of  en- 
velopes have  accumulated  during  the  past  few  years  with  pertinent  notations 
recording  errors  of  omission  and  commission.  An  invitation  to  dinner  was 
mailed  on  November  14  and  arrived  in  mid-afternoon  on  January  4 the  follow- 
ing year,  with  the  cheery  notation  “Found  in  supposedly  empty  equipment.” 
The  imprint  of  the  rubber  stamp  showed  considerable  wear  and  tear;  this 
evidently  was  not  the  first  time  it  had  been  used.  It  has  been  carefully  docu- 
mented that  a letter  mailed  two  miles  away  from  the  recipient  takes  a full 
eight  days— when  routed  by  way  of  Memphis— before  arriving  at  the  home  of 
the  addressee  in  Richmond. 

Other  examples  are  available  but  the  writer  felt  almost  lucky  when  a recent 
news  item  appeared.  It  seems  that  Pvt.  Horace  H.  Prindle  of  Troy,  Michigan, 
while  hospitalized  in  Nashville,  wrote  to  Miss  Emline  Marvin,  who  lived  in 
Birmingham,  Michigan.  The  letter  arrived  last  year  but  Miss  Emline  no  longer 
lived  there— in  fact  she  had  joined  the  great  majority  many  years  ago.  We  may 
also  be  equally  certain  that  young  Pvt.  Prindle  is  no  longer  with  us  either, 
although  when  he  wrote  Miss  Emline  he  was  recovering  nicely  from  wounds 
received  a few  days  before  in  a skirmish  at  Lookout  Valley  in  November 
1863.  The  local  postmaster  could  give  no  explanation  for  the  delayed 
delivery. 

All  of  this  leads  to  a problem  that  sometimes  arises  with  the  Virginia  Medi- 
cal Monthly.  Correspondence  and  articles  directed  to  the  journal  have  failed 
to  reach  headquarters.  The  Editor  attempts  to  reply  to  letters  and  articles 
directed  to  him.  If  the  communication  requires  a reply,  and  nothing  is  heard 
within  a reasonable  time,  please  write  again.  And  keep  a copy  of  all  articles 
forwarded  to  the  journal,  just  in  case  the  original  has  fallen  by  the  wrayside, 
for  like  Miss  Emline’s  epistle,  if  it  takes  1 1 1 years  to  reach  us,  the  Virginia 
Medical  Monthly  may  not  be  in  existence  in  the  year  2086. 

H.  J.  W. 
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News 
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Calendar  of  Events 

Annual  Postgraduate  Course  in  Neurology  and  Neurosurgery— Sponsored  by 
Divisions  of  Neurology  and  Neurosurgery  of  MCV— Richmond— May  1-2, 
1975. 

Virginia  Society  of  Ophthalmology  and  Otolaryngology— Combined  Clinical 
Session  and  Annual  Meeting— Boar’s  Head  Inn— Charlottesville— May  7-10, 
1975. 

Virginia  Heart  Association— Annual  Meeting  and  Scientific  Sessions— New  Cav- 
alier—Virginia  Beach— May  12-13,  1975. 

Renal  Disease— Sponsored  by  Department  of  Pediatrics,  Medical  College  of  Vir- 
ginia—Richmond— May  15,  1975. 

EEG  Symposium— Sponsored  by  Department  of  Neurology,  Medical  College  of 
Virginia— Richmond— May  19-20,  1975. 

Annual  Pediatric  Postgraduate  Seminar  (Sutton  Lectureship)— “What  Is 
New  In  Pediatrics”— Sponsored  by  Department  of  Pediatrics,  Medical  College 
of  Virginia— Williamsburg— May  31-June  1,  1975. 

Annual  Scientific  Assembly— Sponsored  by  Department  of  Medicine,  Medical 
College  of  Virginia— Richmond— June  6,  1975. 

Hypertension— A continuing  education  course  sponsored  by  University  of  Vir- 
ginia School  of  Medicine— Charlottesville— June  6-7,  1975. 

Annual  Meeting  of  American  Medical  Association— Atlantic  City,  New  Jersey 
—June  14-19,  1975. 

Annual  Meeting  of  American  Association  for  Clinical  Immunology  and  Al- 
lergy—Riviera  Hotel— Palm  Springs,  California— October  15-19,  1975. 

Annual  Meeting  of  The  Medical  Society  of  Virginia— Hotel  Roanoke— Roa- 
noke—October  23-26,  1975. 

National  Conference  on  Physicians,  Schools  and  Communities— Sponsored  by 
AMA— Drake  Hotel— Chicago— November  20-21,  1975. 

****** 

The  Medical  Society  of  Virginia  maintains  a registry  of  medical  meetings  and 
programs  of  interest  to  Virginia  physicians.  You  can  help  by  keeping  us  advised 
of  any  meetings  scheduled  in  your  area.  This  will  not  only  help  others  avoid  con- 
flicts but  also  provide  helpful  information  on  opportunities  for  continuing  educa- 
tion. 
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New  Members. 

The  following  members  were  received  into 
The  Medical  Society  of  Virginia  during  the 
month  of  January: 

John  W.  Baker,  Jr.,  M.D.,  Norfolk 
L.  Roy  Boone,  M.D.,  Virginia  Beach 
Alfred  P.  Coccaro,  M.D.,  Arlington 
Myrna  M.  Espinosa,  M.D.,  Norfolk 
Robert  L.  Gilliam,  M.D.,  Warsaw 
Aubrey  C.  Hall,  M.D.,  Clifton  Forge 
John  P.  Heatwole,  M.D.,  Waynesboro 
Barbara  A.  Kenyon,  M.D.,  Alexandria 
Urmilla  Khanna,  M.D.,  Annandale 
Oksana  M.  Korzeniowski,  M.D.,  Lynchburg 
Wai  Hong  Kwong,  M.D.,  Suffolk 
Ernest  C.  Levister,  Jr.,  M.D.,  Norfolk 
James  D.  Massie,  M.D.,  Lynchburg 
Saifullah  Kahn  Niazi,  M.D.,  Williamsburg 
James  P.  Mondzelewski,  M.D.,  Lynchburg 
Phillip  M.  Park,  M.D.,  Chesapeake 
Michael  A.  Pears,  M.D.,  Richmond 
Joseph  J.  Schulz,  M.D.,  Newport  News 
Syed  I.  H.  Shahid,  M.D.,  Williamsburg 
Juris  Simanis,  M.D.,  Clifton  Forge 
Benjamin  D.  Spencer,  M.D.,  Richmond 
James  F.  Starling,  M.D.,  Danville 
David  E.  VanReken,  M.D.,  Portsmouth 
Sara  S.  Veech,  M.D.,  Alexandria 
Russell  F.  Warren,  M.D.,  Lynchburg 
Conrado  R.  Zapanta,  M.D.,  Harrisonburg 

Post-Graduate  Pediatric  Conference. 

The  10th  annual  Medical  College  of  Virginia 
Post  Graduate  Pediatric  Conference  and  Sut- 
ton Day  Lectureships  will  be  held  at  the  Wil- 
liamsburg Conference  Center,  Williamsburg, 
May  31 -June  1. 

For  further  information  write  Carolyn  Mc- 
Cue,  M.D.,  Box  272  MCV  Station,  Richmond 
23298. 

Current  Concepts  in  Radiology. 

The  faculty  of  the  Department  of  Radiol- 
ogy, Duke  University  Medical  Center,  will 
give  a six-day  postgraduate  course  at  the  At- 
lantic Lodge,  Atlantic  Beach,  North  Carolina, 
July  21-26.  The  scientific  program  will  take 
place  the  morning  half  of  each  day  and  will 
cover  current  concepts  in  radiology  including 


diagnosis,  therapy  and  nuclear  medicine.  The 
course  is  designed  for  radiologists  but  open  to 
other  physicians  whether  in  training  or  prac- 
tice although  enrollment  is  limited  to  75  phy- 
sicians. 

For  further  information  contact  Robert  Mc- 
Lelland,  M.D.,  Department  of  Radiology,  Box 
3808,  Duke  University  Medical  Center,  Dur- 
ham, North  Carolina  27710. 

Clinical  Auscultation  of  the  Heart. 

The  American  College  of  Physicians  will 
sponsor  a three-day  postgraduate  course  on 
Clinical  Auscultation  of  the  Heart  on  May  14- 
16,  in  Washington,  D.C.  The  course  will  be 
held  in  conjunction  with  the  Georgetown 
University  Medical  Center  and  will  take  place 
at  the  Gorman  Auditorium. 

The  course  will  deal  with  auscultation,  the 
act  of  listening  for  sounds  within  the  body,  as 
it  pertains  to  the  heart.  Demonstrations  of 
normal  as  well  as  abnormal  findings  will  be 
employed. 

For  information  and  registration  contact: 
Registrar,  Postgraduate  Courses,  ACP,  4200 
Pine  Street,  Philadelphia,  Pa.  19104. 

The  American  Board  of  Family  Practice 

Announces  that  it  will  give  its  next  two-day 
written  certification  examination  November 
1-2,  1975.  It  will  be  held  at  five  centers  geo- 
graphically distributed  throughout  the  United 
States.  It  is  necessary  for  each  physician  de- 
siring to  take  the  examination  to  file  a com- 
pleted application  with  the  Board  office.  Dead- 
line for  receipt  of  applications  is  June  15. 

Information  may  be  obtained  from  Nicholas 
J.  Pisacano,  M.D.,  University  of  Kentucky 
Medical  Center  Annex  #2,  Room  229,  Lex- 
ington, Kentucky  40506. 

For  Sale. 

One  examining  table,  2 small  Wappler 
Cautery  units,  1 Burton  Wall  Lamp,  and  1 
small  instrument  cabinet  with  sterilizer  shelf. 
Write  “Equipment”,  care  the  Virginia  Medical 
Monthly,  4205  Dover  Road,  Richmond,  Vir- 
ginia 23221.  ( Adv .) 
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Obituary 


• • • • 


Dr.  Glenn  Taylor  Foust, 

Venice,  Florida,  died  January  3,  at  the  age  of 
eighty-five.  He  was  a graduate  of  the  Uni- 
versity of  Louisville  in  1915  and  practiced  in 
Norton  before  retiring  to  Florida  in  1957.  Dr. 
Foust  had  been  a member  of  The  Medical  So- 
ciety of  Virginia  for  fifty-six  years. 

Dr.  Henry  Evan  Davis, 

Williamsburg,  died  February  17.  He  was 
ninety-three  years  of  age  and  graduated  from 
the  Medical  College  of  Virginia  in  1911.  Dr. 
Davis  graduated  in  dentistry  from  the  Uni- 
versity of  Maryland  in  1904  and  practiced  un- 
til he  received  his  medical  degree.  He  lived  in 
Richmond  until  he  moved  to  Williamsburg  in 
1931  where  he  served  for  fifteen  years  as  a 
member  of  the  staff  of  Eastern  State  Hospital. 
The  new  activities  and  therapy  facility  at  the 
Hospital  were  named  in  his  honor.  Dr.  Davis 
was  a Mason  and  a member  of  many  profes- 
sional and  historical  organizations.  He  had 
been  a member  of  The  Medical  Society  of 
Virginia  for  fifty-three  years.  His  wife  and 
two  sons  survive  him. 

Dr.  Carrington  Harrison, 

Winchester,  died  November  14.  He  was 
sixty-three  years  of  age  and  received  his  medi- 
cal degree  from  the  University  of  Virginia  in 
1936.  Dr.  Harrison  had  been  a member  of  The 
Medical  Society  of  Virginia  for  twenty-two 
years.  He  was  the  son  of  a former  president 
of  The  Society,  Dr.  Carrington  Harrison,  of 
Danville. 

A Tribute  to  Dave  Dyer 

The  obituary  columns  in  the  Virginia  Medical 
Monthly  are  usually  reserved  for  members  of  The 


Medical  Society  of  Virginia  but  the  Society  has 
made  a wise  decision  to  take  notice  here  of  the 
departure  of  an  old  friend  who,  though  not  a 
member  of  the  Society,  served  the  members  above 
and  beyond  the  ordinary  for  many  years. 

David  A.  Dyer  was  in  the  insurance  business. 
Although  not  adverse  to  selling  insurance  to  lay- 
men, he  gave  special  service  to  doctors,  first  in 
the  Southwest  and  later  to  all  of  Virginia. 

Dave  was  probably  unique  in  the  service  he 
gave;  unlike  many  who  sell  something  and 
promptly  forget  the  customer,  Dave  had  a con- 
tinuing interest  in  his  clients.  He  first  searched 
for  companies  offering  sound  health  insurance 
policies  and  then  spent  much  time  explaining  to 
busy  doctors  why  they  would  benefit  from  own- 
ing such  policies.  More  importantly,  he  looked 
after  the  welfare  of  his  clients  when  they  were 
unfortunate  enough  to  be  eligible  for  payments 
on  a claim,  and  many  times  he  helped  sorrowing 
families  in  their  dealings  with  his  insurance  car- 
riers, always  seeing  that  his  clients  got  what  was 
due  them,  and  sometimes  a little  more.  We  know 
of  countless  times  when  Dave  would  not  rest  until 
he  was  sure  their  contracts  had  been  fulfilled. 

David  A.  Dyer  died  on  10  February  1975  while 
on  his  way  to  Richmond  to  see  about  a continuing 
insurance  plan  for  doctors  of  Virginia.  He  had 
been  under  treatment  for  cancer  of  the  lung  for 
several  months  and  even  though  he  did  not  feel 
well  he  characteristically  insisted  on  making  the 
trip,  that  is,  on  giving  more  than  required  of  him- 
self right  to  the  end.  The  doctors  of  Virginia, 
and  many  other  people,  were  fortunate  to  have 
been  attended  by  such  a man  as  this  and  will  be 
lucky  indeed  if  they  encounter  another  like  him. 

With  appreciation  for  the  services  he  rendered 
and  with  the  sadness  that  accompanies  the  loss  of 
a friend,  we  say,  “God  bless  youi  Dave,  and  many 
thanks.” 

W.  F.  Hatcher,  Jr.,  M.D. 

Charles  D.  Smith,  M.D. 

H.  B.  Stone,  Jr.,  M.D. 
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Entrapped  gas 


••• 


Silent 
partner  of 

GI  spasm 


Painful  GI  spasm  in  the  presence  of  entrapped 
gas  causes  even  more  pain  and  more  discomfort.  Yet, 
while  spasm  is  relieved,  entrapped  gas  often  goes 
untreated. 

Not  so  when  you  prescribe  Sidonna.  Sidonna 
helps  release  entrapped  gas  with  specially  activated 
simethicone,  a nonsystemic  antiflatulent,  while  also 
helping  to  relieve  spasm  with  a traditional  combina- 
tion of  belladonna  alkaloids.  And  Sidonna  provides 
mild  sedation  with  butabarbital. 

Sidonna.  The  therapeutic  partnership  approach 
to  functional  or  organic  GI  disturbances  including 
spastic  colon,  irritable  bowel  syndrome,  gastroenteri- 
tis, gastritis,  peptic  ulcer  and  nervous  indigestion. 

Contraindications : hypersensitivity  to  barbiturates  or  bella- 
donna alkaloids;  glaucoma,  prostatic  hypertrophy,  pyloric 
obstruction.  Side  Effects:  dry  mouth,  blurred  vision,  dysuria, 
skin  rash,  constipation  or  drowsiness.  Dosage : one  or  two  tablets 
preferably  before  meals  and  at  bedtime. 


Reed  & Camrick/ Kenilworth,  N.J.  07033 


Sidonna 


Each  scored  tablet  contains:  specially  activated  simethicone 
25  mg.,  hyoscyamine  sulfate  0.1037  mg.,  atropine  sulfate 
0.0194  mg.,  hyoscine  hydrobromide  0.0065  mg.  (equivalent  to 
belladonna  alkaloids  [as  bases]  0.1049  mg.)  and  butabarbital 
sodium  N.F.  16  mg.  (Warning:  may  be  habit  forming.) 


A working  partnership 
against  the 
pain  of  gas  and  spasm 


TUCKER  HOSPITAL  Inc 

212  West  Franklin  Street 
Richmond,  Virginia 

A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and 
neurological  disorders.  Hospital  and  out-patient  services. 

James  Asa  Shield,  M.D.  Weir  M.  Tucker,  M.D. 

George  S.  Fultz,  Jr.,  M.D.  James  Asa  Shield,  Jr.,  M.D. 

Catherine  T.  Ray,  M.D.  Graenum  R.  Schiff,  M.D. 


SAINT  ALBANS  PSYCHIATRIC  HOSPITAL 

RADFORD.  VIRGINIA  2(141 

703-639-2481 

A fully  accredited  private  psychiatric  hospital  for  the 
treatment  of  all  major  psychiatric  illnesses  including  al- 
coholism and  drug  abuse  problems  of  adolescents  and 
adults. 


Galen  C.  Huffman,  M.D.  George  K.  White 
President  of  the  Medical  Staff  Administrator 
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Ffntt  DmIi  •(  Nurtlni 


Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

MRS.  PLYLER’S 
NURSING  HOME 


KATE  E.  PLYLER  (1876-1947) 


GENE  CLARK  REGIRER  (1912-1962) 


A private  nursing  home  dedicated  to  extended,  intermediate  and  custodial  care 


1615  Grove  Avenue,  Richmond,  Virginia,  Telephone  353-3981 


LEWIS-GALE 

1802  Braeburn  Drive 


ANESTHESIOLOGY 

Leigh  0.  Atkinson,  M.D. 

George  P.  Baron,  M.D. 

EMERGENCY  AND  INDUSTRIAL  DEPARTMENT 

E.  Wilson  Watts,  Jr.,  M.D. 

Benjamin  N.  Jones,  M.D. 

John  S.  Jeremiah,  M.D. 

John  M.  Garvin,  M.D. 

Robert  0.  McGuffin,  M.D. 

Larry  A.  Widner,  M.D. 

FAMILY  PRACTICE 
Allen  M.  Clague,  M.D. 

Keith  C.  Edmunds,  M.D. 

GENERAL  SURGERY 
W.  Langley  Sibley,  M.D. 

W.  R.  Whitman,  Jr.,  M.D. 

William  L.  Sibley,  III,  M.D. 

Edwin  L.  Williams,  II,  M.D. 

INTERNAL  MEDICINE 

Robert  F.  Bondurant,  M.D. 

Frank  Alton  Wade,  M.D. 

George  H.  Wall,  M.D. 

J.  Milton  Miller,  M.D. 

David  S.  Miller,  M.D. 

Michael  J.  Moore,  M.D. 

William  M.  Blaylock,  M.O. 


ARTHRITIS  AND  RHEUMATOLOGY 
William  M.  Blaylock,  M.D. 

GASTROENTEROLOGY 
George  H.  Wall,  M.D. 

Accredited  by  the 


CLINIC.  INC. 

Salem,  Virginia  24153 

HEMATOLOGY  AND  ONCOLOGY 
J.  Milton  Miller,  M.D. 

OBSTETRICS  AND  GYNECOLOGY 
Garrett  G.  Gooch,  III,  M.D. 

C.  Leon  Jennings,  Jr.,  M.D. 

Thomas  M.  Winn,  Jr.,  M.D. 

ORTHOPAEDIC  SURGERY 
Richard  H.  Fisher,  M.D. 

Alonzo  H.  Myers,  Jr.,  M.D. 

S.  Curtiss  Mull,  M.D. 

OTOLARYNGOLOGY 

J.  Bruce  Hagadorn,  M.D. 

PEDIATRICS 

Thomas  J.  Humphries,  M.D. 

John  T.  Walke,  M.D. 

W.  P.  Wiltsee  Young,  M.D. 

F.  Joseph  Duckwall,  M.D. 

William  J.  Kagey,  M.D. 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
Warren  L.  Moorman,  M.D. 

Robert  F.  Roth,  M.D. 

RADIOLOGY  AND  NUCLEAR  MEDICINE 

Carl  M.  Russell,  M.D. 

Donald  W.  Spicer,  M.D. 

Clyde  F.  Lloyd,  M.D. 

William  A.  Cassada,  Jr.,  M.D. 

J.  William  Barnard,  M.D. 

THORACIC  AND  VASCULAR  SURGERY 

William  L.  Sibley,  III,  M.D. 

Edwin  L.  Williams,  M.D. 

UROLOGY 

Thomas  S.  R.  Ward,  M.D. 

Group  Practice  Association 
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STUART  CIRCLE  HOSPITAL 

413-21  Stuart  Circle 

RICHMOND,  VIRGINIA 

Medicine: 

Anesthesiology : 

Manfred  Call,  III,  M.D. 

Alexander  G.  Brown,  III,  M.D. 

John  D.  Call,  M.D. 

Wyndham  B.  Blanton,  Jr.,  M.D. 

Frank  M.  Blanton,  M.D. 

William  W.  Martin,  Jr.,  M.D. 

James  R.  Wickham,  M.D. 

Snowden  C.  Hall,  III,  M.D. 

Obstetrics  and  Gynecology: 

Spotswood  Robins,  M.D. 

David  C.  Forrest,  M.D. 

Joseph  C.  Parker,  M.D. 

William  M.  Oppenhimer,  M.D. 

William  B.  Moncure,  M.D. 

ITeth  Owen,  Jr.,  M.D. 

Surgery: 

Richard  A.  Michaux,  M.D. 

Carrington  Williams,  Jr.,  M.D. 

Armistead  M.  Williams,  M.D. 

James  R.  Darden,  Jr.,  M.D. 

Wyatt  S.  Beazley,  III,  M.D. 

Urological  Surgery : 

Frank  Pole,  M.D. 

Harry  S.  Rowland,  Jr.,  M.D. 

Plastic  Surgery: 

Orthopedics: 

Beverley  B.  Clary,  M.D. 

James  B.  Dalton,  Jr.,  M.D. 

Franklin  P.  Watkins,  M.D. 

Pediatrics: 

Thomas  P.  Overton,  M.D. 

Edward  J.  Wiley,  M.D. 

Roentgenology  and  Radiology : 

Hunter  B.  Frischkorn,  Jr.,  M.D. 
William  C.  Barr,  M.D. 

John  E.  Reed,  M.D. 

Hunter  S.  Jackson,  M.D. 

Ophthalmology,  Otolaryngology : 

Richard  W.  Dodd,  M.D. 

J.  Warren  Montague,  M.D. 

Pathology: 

Sung  C.  Park,  M.D. 

Physical  Therapy: 

William  J.  Cowan,  R.P.T. 

Administrator: 

Kenneth  M.  Holt 

BAYBERRY  PSYCHIATRIC  HOSPITAL 

HAMPTON,  VIRGINIA 

Bayberry  is  a 125  bed  private  hospital  which  offers  a wide  range  of  inpatient,  day  care,  outpatient,  and  con- 
sultative services,  as  well  as  treatment  programs  for  adolescents,  children,  and  alcoholics. 

TREATMENT 

After  a comprehensive  medical  and  psychiatric  evaluation,  each  patient  receives  an  individualized  treat- 
ment program  and  schedule  of  activity  therapies.  Treatment  may  include  individual  therapy,  group  ther- 
apy, psychodrama,  chemotherapy,  electroconvulsive  or  insulin  treatment. 

EDUCATION 

A regular  school  curriculum  is  followed  and  academic  credit  is  given.  The  Hampton  Roads  Reading  Cen- 
ter is  located  within  the  hospital  and  provides  special  instruction  for  children  with  dyslexia  and  other 
learning  problems. 

REHABILITATION 

Rehabilitation  services  include  individual  counseling,  special  education,  and  job  training  programs. 

ACCREDITATION 

Accredited  by  the  Joint  Commission  on  Accreditation  of  Hospitals,  approved  for  Medicare,  member  of  the 
American  Hospital  Association,  and  licensed  by  the  State  Department  of  Hospitals  and  Mental  Hygiene. 

Wendell  J.  Pile,  M.D. 

Medical  Director 

Howard  L.  Cox,  M.D.  Basil  E.  Roebuck,  M.D.  Jonathan  G.  Solomon,  M.D.,  Ltd. 

BROCHURE  SENT  ON  REQUEST 

Contact:  Medical  Director,  530  E.  Queen  Street,  Hampton,  Va.  23369 
Telephone  (804)  722-2504 
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Desiccated  animal  gland  thyroid] 
can  vary  in  potency  from  bate" 

Because  iodine  content  rather  than  biological  assayj^^^^bo  measure 
the  standard  of  many  desiccated  thyroid  products  biologic  activity 
can  vary  from  batch  to  batch.  Even  when  biologj|  assay  is  employed, 
biologic  activity  can  only  be  appr 


X It  is  recognized  that  T4  and 
T3  content  in  desiccated 
thyroid  and  thyroglobulin 
varies  from  animal  to 
animal,  by  animal  species, 
geography,  and  animal  diet. 

2 Of  therapeutic  concern: 
In  addition  to  varying  amounts 
of  X4,  desiccated  thyroid  may 
contain  varying  amounts  of  T3,  a 
potent  compound  with  rapid 
onset  and  fleeting  action  that 
can  produce  metabolic  surges. 

3 Even  when  kept  under 

proper  storage  conditions, 
desiccated  thyroid 
deteriorates  more  rapidly 
than  the  synthetic  hormone. 


The  “usual  maintenance  dose” 
for  the  widely  prescribed 
desiccated  thyroid  is  “from 
1 grain  to  3 grains  per 
day,  but  it  may  vary,  in 
individual  patients  from  1/2 
grain  to  10  grains l’1  The  “usual 
maintenance  dose”  of  the  most 
widely  prescribed  thyroglobulin 
| which  is  also  a 
desiccated  thyroid 
product)  is 
“0.5  to  3.0  grains  daily.”2 


1.  Armour  Thyroid  (Tablets).  1975  Physicians’  Desk  Reference,  p.561. 

2.  Proloid*  (thyroglobulin).  1975  Physicians'  Desk  Reference,  p.  1575. 


Every  batch  of  Synthroid*  T4  is 
of  controlled  potency  (sodium  levothyroxine.  U.S.P)  FLINT 


SYNTHROID  is  T4.  It  provides  your  1 sodium  levothyroxine  is 

not  derived  from  any  animal 
gland  source.  It  is  a synthetic 
and,  since  sodium  levothyroxine 
is  the  only  active  ingredient, 
its  weight  is  the  sole 
determinate  of  potency. 

2  SYNTHROID  (sodium 
levothyroxine)  is  Tt  which  is 
converted  by  the  patient  to  T3 
at  the  cellular  level,  thereby 
providing  a physiologic 
source  and  amount  of  T3  to 
meet  metabolic  needs  for 
complete  thyroid  replacement 
therapy.  Because  the  onset  of 
effect  is  slower  and  more  steady,  the 
possibility  of  sudden  metabolic  surges 
is  reduced  with  SYNTHROID  therapy. 

3  SYNTHROID  ( sodium  levothyroxine ) 
products  have  a longer  and  more 
reliable  shelf  life  than  Thyroid  U.S.R 
when  kept  under  the  same  proper 
storage  conditions.  There  is  no  animal 
protein  present  in  SYNTHROID  products. 

4  A recent  study  of  44  patients  with 
hypothyroidism  indicates  that 
89  percent  of  the  patients  were 
maintained  with  doses  of  L-thyroxine 
(SYNTHROID)  between  100  meg.  and 
200  meg.  (0.1  mg.  and  0.2  mg.)  per  day.3 

3.  Stock.  J.M.,  Surks.  M.I.,  and  Oppenheimer,  J.H.: 
Replacement  dosage  of  L-thyroxine  in  hypothyroidism. 
A re-evaluation.  New  Engl.  J.  Med.  290: 529-33, 1974. 


patients  with  everything  they  need  for 
complete  thyroid  replacement  therapy. 


Eliminates  many 
of  the  uncertainties  of 
desiccated  thyroid  therapy. 

Synthroid 

(sodium  levothyroxine,  U.S.P)  FLINT 


m 


FLINT  LABORATORIES 

division  of  travenol  laboratories,  inc 
Deerfield.  Illinois  60015 


See  reverse  side  for  full  prescribing  information. 


pthroid 

(sodium  levothyroxine,  U.S.R ) FLINT 

Synthroid  Tablets— for  oral  administration 
Synthroid  for  Injection— for  parenteral  administration 


Description 

SYNTHROID  (sodium  levothyroxine)  Tablets  and  SYNTHROID  Injection  con- 
tain synthetic  crystalline  sodium  levothyroxine  (L-thyroxine).  L-thyroxine  is 
the  principal  hormone  secreted  by  the  normal  thyroid  gland. 


Actions 

SYNTHROID  (sodium  levothyroxine)  Tablets,  taken  orally,  provide  hormone 
that  is  readily  absorbed  from  the  gastrointestinal  tract.  SYNTHROID  Injection 
is  effective  by  any  parenteral  route.  Following  absorption,  the  synthetic 
L-thyroxine  provided  by  SYNTHROID  products  cannot  be  distinguished  from 
L-thyroxine  that  is  endogenously  secreted.  Each  is  bound  to  the  same  serum 
proteins  and  each  exhibits  a six  to  seven  day  circulating  half-life  in  the 
euthyroid  individual. 

Both  SYNTHROID  products  will  provide  L-thyroxine  as  a substrate  for 
physiologic  deiodination  to  L-triiodothyronine.  Therefore,  patients  taking 
SYNTHROID  products  will  demonstrate  normal  blood  levels  of  L-triiodothyro- 
nine even  when  the  thyroid  gland  has  been  surgically  removed  or  destroyed 
by  radioiodine.  Administration  of  levothyroxine  alone  will  result  in  complete 
physiologic  thyroid  replacement. 

Indications 

SYNTHROID  (sodium  levothyroxine)  products  serve  as  specific  replacement 
therapy  for  reduced  or  absent  thyroid  function  of  any  etiology.  SYNTHROID 
Injection  can  be  used  intravenously  whenever  a rapid  onset  of  effect  is  criti- 
cal, and  either  intravenously  or  intramuscularly  in  hypothyroid  patients  when- 
ever the  oral  route  is  precluded  for  long  periods  of  time. 

Contraindications 

There  are  no  absolute  contraindications  to  SYNTHROID  (sodium  levothy- 
roxine) therapy.  Relative  contraindications  include  acute  myocardial  infarc- 
tion, uncorrected  adrenal  insufficiency  and  thyrotoxicosis.  (See  WARNINGS) 

Warnings 

Patients  with  cardiovascular  diseases  warrant  particularly  close  attention 
during  the  restoration  of  normal  thyroid  function  by  any  thyroid  drug.  In  such 
cases,  low  initial  dosage  increased  slowly  by  small  increments  is  indicated. 
Occasionally,  the  cardiovascular  capacity  of  the  patient  is  so  compromised 
that  the  metabolic  demands  of  the  normal  thyroid  state  cannot  be  met.  Clinical 
judgment  will  then  dictate  either  a less-than-complete  restoration  of  thyroid 
status  or  reduction  in  thyroid  dosage. 

Endocrine  disorders  such  as  diabetes  mellitus,  adrenal  insufficiency  (Addi- 
son’s disease),  hypopituitarism  and  diabetes  insipidus  are  characterized  by 
signs  and  symptoms  which  may  be  diminished  in  severity  or  obscured  by 
hypothyroidism.  SYNTHROID  (sodium  levothyroxine)  therapy  for  such  patients 
may  aggravate  the  intensity  of  previously  obscured  symptoms  and  require 
appropriate  adjustment  of  therapeutic  measures  directed  at  these  concomitant 
disorders. 


Thyroid  replacement  may  potentiate  the  effects  of  anticoagulants.  Patients 
on  anticoagulant  therapy  should  have  frequent  prothrombin  determinations 
when  instituting  thyroid  replacement  to  gauge  the  need  to  reduce  anticoagu- 
lant dosage. 

Precautions 

Overdosage  with  any  thyroid  drug  may  produce  the  signs  and  symptoms  of 
thyrotoxicosis,  but  resistance  to  such  factitious  thyrotoxicosis  is  the  general 
rule.  With  SYNTHROID  (sodium  levothyroxine)  Tablets,  the  relatively  slow 
onset  of  action  minimizes  the  risk  of  overdose  but  close  observation  in  the 
weeks  following  institution  of  a dosage  regimen  is  advised.  Treatment  of 
thyroid  hyperactivity  induced  by  oral  medication  is  confined  to  interruption 
of  therapy  for  a week,  followed  by  reinstitution  of  daily  therapy  at  an  appro- 
priately reduced  dosage. 

Adverse  reactions 

Adverse  reactions  are  due  to  overdose  and  are  those  of  induced  hyperthy- 
roidism. 

Dosage  and  administration 

For  most  adults,  a final  dosage  of  100  meg  (0.1  mg)  to  200  meg  (0.2  mg)  of 
SYNTHROID  (sodium  levothyroxine)  Tablets  daily  will  restore  normal  thyroid 
function  and  only  occasionally  will  patients  require  larger  doses.  Failure  to 
respond  adequately  to  a daily  oral  intake  of  400  meg  (0.4  mg)  or  more  is  rare 
and  should  prompt  reconsideration  of  the  diagnosis  of  hypothyroidism,  spe- 
cial investigation  of  the  patient  in  terms  of  malabsorption  of  L-thyroxine  from 
the  gastrointestinal  tract  or  poor  adherence  to  therapy. 

The  concomitant  appearance  of  other  diseases,  especially  cardiovascular 
diseases,  usually  dictates  a replacement  regimen  with  initial  doses  smaller 
than  100  meg/day  (0.1  mg). 

In  otherwise  healthy  adults  with  relatively  recent  onset  of  hypothyroidism, 
full  replacement  dose  of  150  meg  (0.15  mg)  or  200  meg  (0.2  mg)  has  been 
instituted  immediately  without  untoward  effect  and  with  good  therapeutic 
response.  General  experience,  however,  favors  a more  cautious  approach  in 
view  of  the  possible  presence  of  subclinical  disorders  of  the  cardiovascular 
system  or  endocrinopathies. 

The  age  and  general  physical  condition  of  the  patient  as  well  as  the  severity 
and  duration  of  hypothyroid  symptoms  determine  the  starting  dosage  and  the 
rate  of  incremental  dosage  increase  leading  to  a final  maintenance  dosage. 
In  the  elderly  patient  with  long  standing  disease,  evidence  of  myxedematous 
infiltration  and  symptomatic,  functional  or  electrocardiographic  evidence  of 
cardiovascular  dysfunction,  the  starting  dose  may  be  as  little  as  25  meg 
(0.025  mg)  per  day.  Further  incremental  increases  of  25  meg  (0.025  mg)  per 
day  may  be  instituted  at  three  to  four  week  intervals  depending  on  patient 
response.  Conversely,  otherwise  healthy  adults  may  be  started  at  higher  daily 
dosage  and  raised  to  the  full  replacement  dosage  in  two  to  three  weeks. 
Clearly  it  is  the  physician’s  judgment  of  the  severity  of  the  disease  and  close 
observation  of  patient  response  which  determines  the  rate  of  dosage  titration. 

Laboratory  tests  to  monitor  thyroid  replacement  therapy  are  of  limited  value. 
Although  measurement  of  normal  blood  levels  of  thyroxine  in  patients  on 
replacement  regimens  frequently  coincides  with  the  clinical  impression  of 
normal  thyroid  status,  higher  than  normal  levels  on  oral  replacement  of  levo- 
thyroxine occasionally  occurs  and  should  not  be  considered  evidence  of 
overdosage  per  se. 

In  all  cases,  clinical  impression  of  the  well-being  of  the  patient  takes 
precedence  over  laboratory  determination  in  determining  the  appropriate 
individual  dosage. 

In  infants  and  children,  there  is  a great  urgency  to  achieve  full  thyroid 
replacement  because  of  the  critical  importance  of  thyroid  hormone  in  sustain- 
ing growth  and  maturation.  Despite  the  smaller  body  size,  the  dosage  needed 
to  sustain  a full  rate  of  growth,  development  and  general  thriving  is  higher  in 
the  child  than  in  the  adult,  as  much  as  300  meg  (0.3  mg)  to  400  meg  (0,4  mg) 
per  day. 

In  myxedema  coma  or  stupor,  without  concomitant  severe  heart  disease, 
200  to  500  meg  of  SYNTHROID  Injection  may  be  administered  intravenously 
as  a solution  containing  100  mcg/ml.  Although  the  patient  may  show  evidence 
of  increased  responsivity  within  six  to  eight  hours,  full  therapeutic  effect  may 
not  be  evident  until  the  following  day.  An  additional  100  to  300  meg  or  more 
may  be  given  on  the  second  day  if  evidence  of  significant  and  progressive 
improvement  has  not  occurred.  Like  the  oral  dosage  form,  SYNTHROID  Injec- 
tion produces  a predictable  increase  in  the  circulating  level  of  hormone  with 
a long  half-time.  This  usually  precludes  the  need  for  multiple  injections  but 
continued  daily  administration  of  lesser  amounts  intravenously  should  be 
maintained  until  the  patient  is  fully  capable  of  accepting  a daily  oral  dose. 

In  the  presence  of  concomitant  heart  disease,  the  sudden  administration  of 
such  large  doses  of  L-thyroxine  intravenously  is  clearly  not  without  its  cardio- 
vascular risks.  Under  such  circumstances,  intravenous  therapy  should  not  be 
undertaken  without  weighing  the  alternative  risks  of  the  myxedema  coma  and 
the  cardiovascular  disease.  Clinical  judgment  in  this  situation  may  dictate 
smaller  intravenous  doses  of  levothyroxine. 

SYNTHROID  Injection  by  intravenous  or  intramuscular  routes  can  be  sub- 
stituted for  the  oral  dosage  form  when  ingestion  of  SYNTHROID  Tablets  is 
precluded  for  long  periods  of  time. 

How  supplied 

SYNTHROID  (sodium  levothyroxine)  Tablets  are  supplied  as  scored,  color- 
coded  compressed  tablets  in  6 concentrations:  25  meg  (0.025  mg)— orange  . . . 
50  meg  (0.05  mg)— white  . . . 100  meg  (0.1  mg)— yellow  . . . 150  meg  (0.15  mg)— 
violet  . . . 200  meg  (0.2  mg)— pink  . . . 300  meg  (0.3  mg)— green.  Depending  on 
strength,  these  tablets  are  available  in  bottles  of  100,  500,  1000  and  5000. 

SYNTHROID  (sodium  levothyroxine)  for  Injection  is  supplied  in  10  ml  vials 
containing  500  meg  of  lyophilized  active  ingredient  and  10  mg  of  Mannitol, 
U.S.P.  A separate  5 ml  vial  containing  Sodium  Chloride  Injection,  U.S.P.  is 
provided  as  a diluent. 

Directions  for  reconstitution 

Reconstitute  the  lyophilized  sodium  levothyroxine  by  aseptically  adding  5 ml 
of  the  Sodium  Chloride  Injection,  U.S.P.  to  the  vial  Shake  vial  to  insure  com- 
plete mixing.  Use  immediately  after  reconstitution.  Discard  any  unused  portion. 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC 
Deerfield,  Illinois  60015 


*U.S.  Pat.  2,889,363 


ST.  LUKE'S  HOSPITAL 

Established  1882 
Hunter  H.  McGuire,  M.D. 


McGuire  clinic  inc. 

Established  1923 
Stuart  McGuire,  M.D. 


1000  West  Grace  Street 
Richmond,  Virginia 


General  Surgery  & Gynecology 

Joseph  W.  Coxe,  III,  M.D. 
H.  Fairfax  Conquest,  M.D. 
Gilbert  H.  Bryson,  M.D. 
William  M.  Crouch,  M.D. 

Anesthesiology 

Beverley  Jones,  M.D. 

Physical  Therapy 

Elizabeth  L.  Watson,  R.P.T. 


Internal  Medicine 

John  P.  Lynch,  M.D. 

John  B.  Catlett,  M.D. 

Robert  W.  Bedinger,  M.D. 
David  L.  Litchfield,  M.D. 
Burness  F.  Ansell,  Jr.,  M.D. 
W.  Wayne  Key,  Jr.,  M.D. 
Randolph  M.  Halloran,  M.D. 
Hilton  R.  Almond,  M.D. 
James  A.  Repass,  M.D. 


Radiology 

Henry  S.  Spencer,  M.D. 
Donald  P.  King,  M.D. 

Isotopes 

David  L.  Litchfield,  M.D. 

Pathology 

Hubert  R.  White,  Jr.,  M.D. 


Hospital  Administrator 

Gerald  J.  LaGesse 

Director  of  Nurses — St.  Luke's  Hospital 

Ann  M.  Urbine,  R.N. 

School  of  Nursing 

Ann  M.  Urbine,  R.N.,  Director 
Joan  B.  Hovis,  R.N.,  Dir.  of  Ed. 
Elizabeth  H.  Ellett,  R.N.,  Instructor 


Clinic  Manager 

S.  Taylor  Ware,  Jr. 

Director  of  Nurses — McGuire  Clinic,  Inc. 

Mary  E.  Simmons,  R.N. 


Tidewater  Psychiatric  Institute 

1701  Will-O-Wisp  Drive 
Virginia  Beach,  Virginia  23454 

AND 

1005  Hampton  Boulevard 
Norfolk,  Virginia  23507 

Private  hospitals  for  the  treatment  of  psychiatric  disorders  of  adults  and 
adolescents,  alcoholism,  and  drug  addiction.  Residential  special 
education  for  emotionally  disturbed  adolescents. 

David  C.  Butler 
Administrator 

Julian  W.  Selig,  Jr.,  M.D.  Stuart  Ashman,  M.D. 

Hospital  Director,  Norfolk  Hospital  Director,  Virginia  Beach 

( Brochure  sent  on  request) 
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COMMONWEALTH 

PSYCHIATRIC 

CENTER 

Exclusively  For  Children  and  Adolescents— 
A new,  completely  modern  66-bed  hospital 
is  now  open  for  patient  referrals 

■ Work  has  recently  been  completed  on  this  new 
hospital,  specifically  designed  for  the  treatment  of 
the  emotionally  disturbed.  In  addition  to  the 
hospital  itself,  the  Center  is  moving  ahead  with 
construction  of  a gymnasium  and  swimming  pool  to 
provide  its  patients  with  the  very  best  of  private 
institutional  facilities  in  the  Mid-Atlantic  Region. 

■ Four  full-time  child  psychiatrists  and  a staff  of 
experienced  psychologists,  psychiatric  nurses, 
psychiatric  social  workers,  therapists  and  other 
specialists  offer  a wide  range  of  treatment 
modalities.  A fully-accredited  school  program 
features  small  classes  structured  to  meet  the  needs 
of  the  individual. 


Brochure  on  Request 
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COMMONWEALTH 
PSYCHIATRIC  CENTER 

3001  FIFTH  AVENUE, 
RICHMOND.  VIRGINIA  23222 

(804)  329-4392 


Pulaski 

Home  For  Adults 

★ Newly  remodeled  and  decorated 

★ Private  Cr  semi-private  rooms 

★ Assistant  on  duty  24  hours  a day 

★ Medical  facilities  near  by 

★ Reasonable  rates,  $250  Cr  up. 

r * 1 

j Write  or  phone  for  further  | 

| information:  P.O.  Box  938,  j 
Pulaski,  Va.  24301  or 
phone  980-2200. 


Russ  Penner, 
Business  Manager 


JOHNSTON-WILLIS 

HOSPITAL 

RICHMOND,  VIRGINIA 

o£o 

A MODERN  GENERAL  HOSPITAL 
PRIVATELY  MANAGED 
SITUATED  IN  THE  QUIET  OF  THE 
WEST  END  RESIDENTIAL  SECTION 
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A resource  for  theragifs,  including  a. 
ool  for  emotionally  disturbed  children 


The  Human  Resource  Institute  of  Norfolk  offers  individualized  treat- 
ment programs  within  a therapeutic  community  to  all  ages  and  diag- 
nostic categories  of  mentally  and  emotionally  disturbed  adults,  adoles- 
centvand  ghiidren.  By  utilizing  various  individual  and  group  therapies 
the  patient  becom  s aware  of  his  own  feelings  and  his  relationship  to 
others.  The  diversified  therapies  increase  the  individual’s  self-esteem 
and  encourage  hirU  to  function  in  an  effective  manner. 


An  intensive  program  of  community  activities  offered  through  the 
Creative  Services  g Department  promotes  interpersonal  relationships 
among  patients  and  staff,  and  stimulates  the  patient’s  creative  poten- 
tial. Activities  such  as  dance  therapy,  recreational  therapy,  occupa- 


tional therapy,  psychodrama,  music  therapy,  and  personal  appearance 
therapy  are  individualized  according  to  the  patient’s  needs. 

An  integral  part  of  treatment  for  the  emotionally  disturbed  adolescent 
or  child  is  the  continuance  of  his  education  in  a therapeutically  con- 
trolled environment.  HUMAN  RESOURCE  ACADEMY,  a fully  licensed 
and  certified  school,  promotes  learning  with  teachers  specially  trained 
in  teaching  the  emotionallv  disturbed  and  learning  disabled  students. 


Pharmaceutical  therapy  and  close  association  with  consultant  physicians 
of  all  specialities  are  important  aspects  of  patient  care  at  Human 

Resource  Institute. 

- ***< 

To  find  out  more  about  our  comprehensive  program  contact  the  Co- 
Medical  Directors,  Dietrich  W.  Heyder,  M.D.,  F.A.P.A.,  or  Fathy  A. 
Abdou,  M.D.,  F.A.P.A.,  Human  Resource  Institute  of  Norfolk,  Human 
Resources  Building.  100  Kingsley  Lane,  Norfolk,  Virginia  23505.  Phone 

(804)  489-1072 


W* 


For  the  Discriminating 
Eye  Physician 

Depend  on  the  Services  of  a 
Guild  Optician 


IN  LYNCHBURG,  VA. 

A.  G.  JEFFERSON 

INC. 

Main  Office  Branch  Office 

Allied  Arts  Buildings  2010  Tate  Springs  Road 

REGISTERED  OPTICIANS 

WE  DO  NOT  PRESCRIBE  GLASSES— 

WE  MAKE  THEM 


Doctor 

are  you  dissatisfied  with  the  qual- 
ity of  your  daughter's  high  school 
education  in  your  community?  If 
so,  we  suggest 

STUART  HAU 

A secondary  boarding  school 
for  girls  (grades  9-12)  in 
the  beautiful  Shenandoah 
Valley  of  Virginia 
Quality  education 
High  academic  achievement 
Complete  college  preparatory  pro- 
gram . . . fine  arts,  physical  educa- 
tion Or  riding 

Direct  inquiries  to 

Director  of  Admissions 
Stuart  Hall,  P.O.  Box  210 
Staunton,  Virginia  24401 


'CIRCUBID™ 

(Ethaverine  HC 1-150 mg.) 

Time  Disintegrating  Capsules 

Caution:  Federal  law  prohibits  dispens- 
ing without  prescription. 

EachCapsule*contains:  Ethaverine  HCI. 

1 50  mg. 

ACTION:  Ethaverine  HCI.  acts  directly 
on  the  smooth  muscle  cells  without  in- 
volving the  autonomic  nervous  system 
or  its  receptors. 

INDICATIONS:  In  peripheral  and  cere- 
bral vascular  insufficiency  associated 
with  arterial  spasm,  in  spastic  conditions 
of  the  gastro-intestinal  and  genitourin- 
ary tracts. 

CONTRAINDICATIONS:  Contraindicat- 
ed in  the  presence  of  complete  atrio- 
ventricular dissociation. 

PRECAUTIONS:  It  should  be  adminis- 
tered with  caution  in  patients  with  glau- 
coma. It  should  not  be  used  in  pregnant 
womenorin  womenof childbearing  age 
unless  directed  by  a physician. 

ADVERSE  REACTIONS:  Even  though 
the  incidence  of  side  effects  as  report- 
ed in  literature  is  very  low,  it  is  possible 
for  a patient  to  evidence  nausea,  anorexia, 
abdominal  distress,  dryness  of  the  throat, 
hypotension,  flushing,  sweating,  vertigo, 
respiratory  depression,  cardiac  depres- 
sion, cardiac  arrhythmia  and  headache. 
If  these  side  effects  occur,  reduce 
dosage  or  discontinue  medication. 

DOSAGE:  The  usual  adult  dose  is  300 
mg.  daily,  one  capsule  every  12  hours. 
In  more  difficult  cases  the  dosage  may 
be  increased  to  600  mg.  daily  as  deter- 
mined by  the  physician.  It  is  most  effect- 
ive given  early  in  the  course  of  the 
vascular  disorder.  Because  of  the  chronic 
nature,  of  the  disease  long  term  therapy 
is  required. 

*Manufactured  to  provide  a prolonged 
therapeutic  effect. 

HOW  SUPPLIED:  Bottles  of  100  and 
1000 

W.  F.  MERCHANT 
PHARMACEUTICAL  CO.,  INC. 
Warrenton,  Virginia  22186 
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Ltnaverine  ML  I 

150  mg.Capsules 


WE  MERCHANT  PHARMACEUTICAL  CO.,  INC 

4 SOUTH  THIRD  ST.  • P.  0.  BOX  527  • WARRENTON,  VIRGINIA  22186 


ince  1905,  Peoples  Drug  Stores 
Have  Filled  More  Than 
160,000,000  Prescriptions 


and  this  is  the  heart  of  our  service  r 

to  the  public  and  the  medical  profession  ^ 


A ' 


aU  large  equips  fQrrent 


pEOPL£p 


OVER  $1,000,000  IN  BENEFITS  PAID 
TO  THE  MEDICAL  SOCIETY  OF  VIRGINIA  MEMBERS 


Long-Term  Disability  Insurance 
At  Low  Group  Rates 


A Doctor’s  earned  income  can  stop 
when  he  is  SICK  or  HURT  and 
CAN’T  WORK.  Long-term  disabil- 
ity insurance  could  provide  the 
needed  CASH  when  this  happens. 


Here  are  a few  of  the  outstanding  features  of  this 
plan: 


1. 

2. 


Lifetime  accident  benefits 


Sickness  benefits  for  up  to  seven  years  or  to  age 


65 


3.  UNIQUE  definition  of  disability  (7  year  benefit 
period  if  sickness  prevents  you  from  engaging  in 
your  specialty) 

4.  Confinement  not  required  for  disability  benefits 

5.  Federal  income  tax-free  benefits 


ALSO 

As  a participant  in  this  plan  you  receive: 

1.  Special  low  group  rates 

2.  Convenient  local  claim  service 


Interested?  To  find  out  more,  simply  return  the  coupon  below  to  the  administrator  nearest  you. 


THE  PRICE  OF  A STAMP  MAY  ALSO  BUY  YOU  PEACE  OF  MIND 


Murphy  Insurance  & Travel  Ernest  L.  Baker  Associates 

108  2nd  St.,  S.  E.  Suite  1118 

Charlottesville,  Virginia  22901  205  34th  Street 

295-4157  Virginia  Beach,  Va.  23451 

425-1892 


Suter  Associates,  Inc. 

2425  Wilson  Blvd. 
Arlington,  Virginia  22201 
525-6700 


G.  C.  French  Agency,  Inc. 

1004  North  Thompson  Street 
Richmond,  Virginia  23230 
358-7141 


General  Insurance  of  Roanoke 

Shenandoah  Building 
Roanoke,  Virginia  24011 
345-8148 


I would  like  more  information  about  the  Long-term  Group 
Disability  Insurance  sponsored  by  The  Medical  Society  of 
Virginia. 

Name Phone 

Address  

Gty State Zip 
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A hi3h  assurance  of  clinical  efficacy 

■ in  cystitis,  pyelonephritis  and  pyelitis  diagnosed  as  chronic 
■ against  susceptible  strains  of  the  common  urinary  tract  pathogens, 
usually  E.  co//,  Klebsiella-Enterobacter,  Proteus  mirabilis,  and, 
less  frequently,  indole-positive  proteus  species. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Chronic  urinary  tract  infections  (primarily 
pyelonephritis,  pyelitis  and  cystitis)  due  to  susceptible 
organisms  (usually  E.  coli,  Klebsiella-Enterobacter, 
Proteus  mirabilis , and,  less  frequently,  indole-positive 
proteus  species). 

Note:  The  increasing  frequency  of  resistant  organisms 
limits  the  usefulness  of  antibacterials,  especially  in 
chronic  and  recurrent  urinary  tract  infections. 
Contraindications:  Hypersensitivity  to  trimethoprim 
or  sulfonamides;  pregnancy;  nursing  mothers. 
Warnings:  Deaths  from  hypersensitivity  reactions, 
agranulocytosis,  aplastic  anemia  and  other  blood  dys- 
crasias  have  been  associated  with  sulfonamides.  Expe- 
rience with  trimethoprim  is  much  more  limited  but 
occasional  interference  with  hematopoiesis  has  been 
reported  as  well  as  an  increased  incidence  of  throm- 
bopenia  in  elderly  patients  on  diuretics,  primarily 
thiazides.  Sore  throat,  fever,  pallor  or  jaundice  may  be 
early  signs  of  serious  blood  disorders.  Frequent  CBC's 
are  recommended;  therapy  should  be  discontinued 
if  a significantly  reduced  count  of  any  formed  blood 
element  is  noted.  Data  are  insufficient  to  recommend 
use  in  infants  and  children  under  12. 

Precautions:  Use  cautiously  in  patients  with  impaired 
renal  or  hepatic  function,  possible  folate  deficiency, 
allergy  or  bronchial  asthma;  and  in  thosewith  glucose- 
6-phosphate  dehydrogenase  deficiency,  where  he- 
molysis may  occur.  During  therapy,  maintain  adequate 
fluid  intake  and  perform  frequent  urinalyses,  with 
careful  microscopic  examination,  and  renal  function 
tests,  particularly  where  there  is  impaired  renal 
function. 

Adverse  Reactions:  All  major  reactions  to  sulfona- 
mides and  trimethoprim  are  included,  even  if  not 
reported  with  Bactrim.  Blood  dyscrasias:  Agranulocy- 
tosis, aplastic  anemia,  megaloblastic  anemia,  throm- 
bopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia. 
Allergic  reactions:  Erythema  multiforme,  Stevens- 
Johnson  syndrome,  generalized  skin  eruptions,  epider- 
mal necrolysis,  urticaria,  serum  sickness,  pruritus, 


exfoliative  dermatitis,  anaphylactoid  reactions,  peri- 
orbital edema,  conjunctival  and  scleral  injection, 
photosensitization,  arthralgia  and  allergic  myocarditis. 
Gastrointestinal  reactions:  Glossitis,  stomatitis,  nausea, 
emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pan- 
creatitis. CNS reactions:  Headache,  peripheral  neuritis, 
mental  depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness.  Miscellaneous  reactions: 
Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and 
anuria,  periarteritis  nodosa  and  L.E.  phenomenon.  Due 
to  certain  chemical  similarities  to  some  goitrogens, 
diuretics  (acetazolamide,  thiazides)  and  oral  hypogly- 
cemic agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in 
patients;  cross-sensitivity  with  these  agents  may  exist. 

In  rats,  long-term  therapy  with  sulfonamides  has  pro- 
duced thyroid  malignancies. 

Dosage:  Not  recommended  for  children  under  12. 
Usual  adult  dosage:  Two  tablets  b.i.d  for  10  to  14  days. 
For  patients  with  renal  impairment: 


Creatinine 

Recommended 

Clearance  (ml / min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

2 tablets  every  24  hours 

Below  15 

Use  not  recommended 

Supplied:  Tablets,  each  containing  80  mg  trimetho- 
prim and  400  mg  sulfamethoxazole— bottles  of  100 
and  500;  Tel-E-Dose®  packages  of  1000;  Prescription 
Paks  of  40,  available  singly  and  in  trays  of  10. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley  New  Jersey  07110 


Bactrim 

Each  tablet  contains  80  mg  trimethoprim 
and  400  mg  sulfamethoxazole. 


ROCHE 


Each  tablet  contains  80  rmgtrimefctj 


A high  assurance  of  antibacterial  activity 

in  cystitis,  pyelonephritis  and  pyelitis  diagnosed 
as  chronic  and  due  to  susceptible  organisms. 


Before  prescribing,  please  consultcomplete  product  information, 
a summary  of  which  appears  on  preceding  page. 
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Both  often 


Predominant 

psychoneurotic 

anxiety 


Associated 
• depressive 


symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  freqi  cy 
and/or  severity  of  grand  mal  seizure;  ay 
require  increased  dosage  of  standarc  iti- 
convulsant  medication;  abrupt  withd  '3l 
may  be  associated  with  temporary  in  ; 
crease  in  frequency  and/or  severity  cj 
seizures.  Advise  against  simultaneou  i- 
gestion  of  alcohol  and  other  CNS  dep  - 
sants.  Withdrawal  symptoms  (similai  i 
those  with  barbiturates  and  alcohol)  j/e 
occurred  following  abrupt  discontinulce 
(convulsions,  tremor,  abdominal  ancjus- 
cle  cramps,  vomiting  and  sweating),  ep 
addiction-prone  individuals  under  caM 


According  to  her  major 
smptoms,  she  is  a psychoneu- 
rtic  patient  with  severe 
£ xiety.  But  according  to  the 
c scription  she  gives  of  her 
f lings,  part  of  the  problem 
my  sound  like  depression. 

1 is  is  because  her  problem, 
a hough  primarily  one  of  ex- 
c sive  anxiety,  is  often  accom- 
piied  by  depressive  symptom- 
a>logy.  Valium  (diazepam) 
c i provide  relief  for  both— as 
tl  excessive  anxiety  is  re- 
li  ed,  the  depressive  symp- 
tc  is  associated  with  it  are  also 
oi;n  relieved. 

There  are  other  advan- 
taes  in  using  Valium  for  the 
mnagement  of  psychoneu- 
rc  c anxiety  with  secondary 
dt  ressive symptoms:  the 
pschotherapeutic  effect  of 
V.ium  is  pronounced  and 
raid.  This  means  that  im- 
prvement  is  usually  apparent 
in  le  patient  within  a few 
das  rather  than  in  a week  or 


two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 

For  further  information 
on  this  subject,  the  following 
references  are  provided: 

1.  Henry  BW,  el  al:  Dis  Nerv 
Syst  50:675-679,  Oct  1969. 

2.  Hollister  LE,  el  al:  Arch  Gen 
Psychiatry  24:273-278,  Mar  1971. 

3.  Claghorn  J : Psychosomatics 
77:438-441,  Sept-Oct  1970. 


> 

Valium 

(diazepam) 

2-mg,5-mg,  10-mg  tablets 

in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


suipillance  because  of  their  predisposi- 
tio  to  habituation  and  dependence.  In 

Iancy,  lactation  or  women  of  child- 
igage,  weigh  potential  benefit 
;t  possible  hazard, 
jtions:  If  combined  with  other  psy- 
ipics  or  anticonvulsants,  consider 
illy  pharmacology  of  agents  em- 
I;  drugs  such  as  phenothiazines, 

:ics,  barbiturates,  MAO  inhibitors 
her  antidepressants  may  potentiate 
ion.  Usual  precautions  indicated  in 
ts  severely  depressed,  or  with  latent 
ssion,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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THE  GREATEST  SINGLE  THREAT 
TO  YOUR  FINANCIAL  STABILITY  IS 

DISABILITY! 

NOW  YOU  CAN  INSURE  AGAINST  THAT  THREAT 

IMPORTANT  NEW  IMPROVEMENTS 
HAVE  JUST  BEEN  MADE 

Now  for  a very  modest  premium  you  can  have  an  income  up  to  $2,000  a month  if 
you  are  disabled  and  unable  to  practice.  Plus  under  the  new  “Add-On”  Supplement, 
another  $1,000  a month  after  a 305  day  waiting  period.  With  the  10%  claim  bonus 
now  in  force  the  total  is  $3,300  a month! 

OTHER  FEATURES 

■ Survivor’s  benefits  at  no  increase  in  premium 

■ Conversion  privilege  to  age  65 

■ Coverage  anywhere  in  the  world,  24  hours  a day,  365  days  a year 

■ Special  low-cost  plan  designed  for  the  younger  doctors 

■ Renewable  to  age  75 

■ Few  exclusions — even  private  flying  is  included 

■ Pays  in  addition  to  any  other  insurance  you  may  carry. 

You  can  receive  information  immediately  by  writing  or  phoning  (collect) 
the  administrator.  A minute  of  your  time  now  will  provide  you  and  your  family 
an  income  when  it’s  needed  most. 


Program  administered  by: 

David  A.  Dyer 
s Associates 


Roanoke,  Virginia  24011 
Call  Collect:  (703)  344-5000 


FRED  W.  HALL 

Northern  Representative 

8924  Orange  Hunt  Lane 
Annandale,  Virginia  22003 
Call:  978-8087 


FRED  E.  HAMLIN,  JR. 

Associate 


DAVID  A.  DYER  & ASSOCIATES  has  been  awarded  the  seal  of  the  American 
Institute  of  Professional  Association  Group  Insurance  Administrators.  Mem- 
bership in  this  group  is  by  invitation  only. 


Other  Group  Plans  for  Your  Protection 


1.  **  Daily  In-Hospital  (pays  up  to  $200 
a day  directly  to  you)* 

(Lifetime  Renewable) 

5. 

Professional  Overhead  Expense 
(up  to  $3,500  monthly) 

2.  Major  Hospital  Nursing 

3.  $250,000  Excess  Major  Medical 

(Lifetime  Renewable)* 

6. 

**Guarantee  Issue  Life 

Insurance* 

4.  **High  Limit  Accidental  Death  & 

Dismemberment  plus  Permanent 

7. 

Special  Income  Protection* 

Total  Disability  Benefits 
(up  to  $250,000)* 

8. 

Disability  Income  Plans  for 
Employees 

‘Guarantee  Issue  “Available  to  Employees 


These  plans  are  IDEAL  for  INDIVIDUALS,  PARTNERSHIPS  and  CORPORATIONS 




Volume  102,  May,  1975 


GET  BEHIND  THE  PLAN 

DESIGNED  BY  PHYSICIANS 
WORKING  TOGETHER 
TO  MAKE  THE  WORLD'S 

BEST  HEAI1H  CARE 
SYSTEM  EVEN  BETTER. 


Blue  Shield  of  Virginia’s 
Participating  Physicians  really 
do  participate.  Whether  it’s 
setting  health  care  goals  for 
1980,  or  reviewing  proce- 
dures and  claims,  or  estab- 
lishing flexible  benefits  and 
allowances  that  reflect  the 
economy  and  practice  of  the 
areas  they  serve. 

Because  the  Blue  Shield 
concept  was  designed  by 

Ehysicians,  right  from  the 
eginning.  And  Blue  Shield 
is  still  the  only  third-party 
carrier  that  gives  you  a strong 
and  active  voice.  On  the 
Board  of  Directors.  On  ad- 
visory committees  represent- 
ing each  medical  specialty. 
And  through  local  Provider 
Relations  Representatives, 
hose  list  of  special  aids 
d services  available  to 
articipating  Physicians  is 
rowing  all  me  time. 

That’s  why  seven  out  of 
en  practicing  physicians  are 


already  working  together 
with  Blue  Shield  of  Virginia, 
cooperating  to  strengthen 
the  fee-for-service  private 
practice  of  medicine  in  this 
critical  period —and  to  make 
the  best  health  care  system  in 
the  world  even  better. 

Our  list  of  Participating 
Physicians  is  growing  at  a 


record  rate.  And  if  you're  not 
a Participating  Physician, 
now  is  the  time  to  join  your 
colleagues  in  their  efforts  to 
make  Blue  Shield  the  best 
program  for  you  and  your 
patients.  We  believe  the 
health  care  America  needs 
tomorrow  begins  with  your 
participation  today. 


GET  INVOLVED. 

GET  BEHINDTHE  SHIELD! 


Find  out  how  all  Virginia 
doctors  benefit  from  a strong  phy- 
sician-sponsored program.  We  11  be 
happy  to  talk  with  you  about  today's 
Blue  Shield.  Write  your  local  Provider 
Relations  Representative.  Or  call. 
LYNCHBURG: 

2316  Atherholt  Road,  845-1045 


RICHMOND: 

2015  StaplesM.il  Road,  359-7291 

NORFOLK: 

6222  Virginia  Beach  Blvd.,  497-1051 

MANASSAS: 

9598  Surveyor  Court,  368-6663 

NEWPORT  NEWS: 

334  Mam  Street,  595-3391 


Name 


Address 


City 


State/Zip 


■ Registered  Service  Mark  of  trie  National  Association  of  Btue  Shield  Plans 


Blue  Shield 


& 


of  Virginia 


OVER  $1,000,000  IN  BENEFITS  PAID 
TO  THE  MEDICAL  SOCIETY  OF  VIRGINIA  MEMBERS 


Long-Term  Disability  Insurance 
At  Low  Group  Rates 


A Doctor’s  earned  income  can  stop 
when  he  is  SICK  or  HURT  and 
CAN’T  WORK.  Long-term  disabil- 
ity insurance  could  provide  the 
needed  CASH  when  this  happens. 


Here  are  a few  of  the  out-standing  features  of  this 
plan: 

1.  Lifetime  accident  benefits 

2.  Sickness  benefits  for  up  to  seven  years  or  to  age 
65 

3.  UNIQUE  definition  of  disability  (7  year  benefit 
period  if  sickness  prevents  you  from  engaging  in 
your  specialty) 

4.  Confinement  not  required  for  disability  benefits 

5.  Federal  income  tax-free  benefits 

ALSO 

As  a participant  in  this  plan  you  receive: 

1.  Special  low  group  rates 

2.  Convenient  local  claim  service 


Interested?  To  find  out  more,  simply  return  the  coupon  below  to  the  administrator  nearest  you. 


THE  PRICE  OE  A STAMP  MAY  ALSO  BUY  YOU  PEACE  OF  MIND 


Murphy  Insurance  & Travel  Ernest  L.  Baker  Associates 

108  2nd  St.,  S.  E.  Suite  1118 

Charlottesville,  Virginia  22901  205  34th  Street 

295-4157  Virginia  Beach,  Va.  23451 

425-1892 


Suter  Associates,  Inc. 

2425  Wilson  Blvd. 
Arlington,  Virginia  22201 
525-6700 


G.  C.  French  Agency,  Inc. 

1004  North  Thompson  Street 
Richmond,  Virginia  23230 
358-7141 


General  Insurance  of  Roanoke 

Shenandoah  Building 
Roanoke,  Virginia  24011 
345-8148 


I would  like  more  information  about  the  Long-term  Group 
Disability  Insurance  sponsored  by  The  Medical  Society  of 
Virginia. 

Name Phone 

Address  

City State Zip 
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The  MUDRANES 


Discreet  formulations  of  four  well  regarded  drugs  for  the  relief  of  bronchial 
distress — Potassium  Iodide,  Glyceryl  Guaiacolate,  Aminophylline,  Ephedrine  with 
Phenobarbital  (to  lessen  cardiac  stimulation). 
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INDICATIONS:  For  the  prompt  symptomatic  relief 
of  bronchial  asthma,  emphysema  and  bronchiectasis. 
The  Mudranes  dilate  the  bronchi  and  liquefy  mucus 
plups.  DOSAGE:  Tablet;  One  tablet  with  a full  plass 
of  water  3 or  4 times  daily  as  required.  Divide  tablet 
for  child’s  dose.  Elixir;  Children,  1 cc  for  each  10  lbs. 
of  body  weipht.  May  be  repeated  3 or  4 times  a day. 
Adult,  one  tablespoonful  4 times  daily.  All  doses  should 
lie  followed  with  a plass  of  water. 

CONTR A1 N DICATIONS : Aminophylline  Theophylline  is  contraindicated  in 
the  presence  of  severe  cardiac  arrhythmias  and  patients  with  massive  myocardijl 
damage.  Ephednne,  in  presence  of  severe  heart  disease,  extreme  hypertension, 
and  in  hyperthyroidism.  Phenoharbital.  in  porphyria  and  in  patients  with 
known  phenoharhita)  sensitivity.  Potassium  Iodide,  in  pregnancy  (to  protect  the 
fetus  against  possible  iodine-induced  depression  of  thyroid  activity),  in  tubercu- 
losis (produces  gumma  dissolution),  and  in  acne;  also  in  the  presence  of  known 
iodide  sensitivity.  PRECAUTIONS;  Aminophylline  Theophylline  should  be 
avoided  in  patients  with  massive  myocardial  damage  and 'or  severe  cardiac 


arrhythmias.  In  children,  overdose  may  cause  vomiting,  cardiac  arrhythmias, 
and  severe  agitation.  Ephedrine  should  be  used  with  caution  in  the  presence  of 
severe  cardiac  disease,  particularly  arrhythmias  and  angina  pectoris;  avoid  in 
hyperthyroidism  and  severe  hypertension.  Phenobarbital  may  be  habit-forming. 
Avoid  overdosage.  Potassium  Iodide;  Discontinue  in  the  presence  of  skin  rash, 
swelling  of  the  eyelids  and  severe  frontal  headache.  Long  use  may  cause  goiter. 
ADVERSE  REACTIONS:  Aminophylline/Theophylline  may  cause  nausea, 
cardiac  arrhythmias,  and  aggravate  severe  myocardial  disease.  It  may  cause 
headaches  and  tachycardia.  Vomiting  and  dizziness  are  not  uncommon.  Ephed- 
rine: In  patients  hypersensitive  to  CNS  stimulation,  ephedrine  may  cause  nerv- 
ousness. tachycardia,  extrasystole  and  ventricular  arrhythmias.  May  cause  uri- 
nary retention,  especially  in  the  presence  of  partial  prostatic  obstruction. 
Psychoneurosis  may  be  aggravated.  Pre-existing  anginal  pain  will  be  aggra- 
vated. Phenobarbital  may  produce  severe  skin  rash.  Avoid  overdosage.  May  be 
habit-forming.  Potassium  Iodide  may  cause  nausea.  Over  very  long  period  of 
use.  iodides  cause  goiter.  Discontinue  if  patient  develops  skin  rash,  eye  irrita- 
tion. eyelid  swelling,  or  severe  frontal  headache. 

HOW  SUPPLIED:  Mudrane  and  Mud  rant*  GG  avail- 
able in  bottles  of  100  and  1000  tablets;  Mudrane-2  and 
Mudrane  GG-2  in  100s;  Elixir  in  pints  and  half-prallons. 


Federal  law  prohibits  d is  pension  without  prescription. 

WILLIAM  P.  POYTHRESS  & COMPANY.  INC..  RICHMOND,  VIRGINIA  232(1 1 
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An  Open  Letter 
to 

Medical  Professionals 

Many  physicians  are  seeking  relief  from  the  ever 
increasing  pressures  of  medical  practice  within  the 
private  health  care  sector.  The  United  States  Air 
Force  Medical  Service  is  offering  an  alternative  form 
of  medical  practice  to  all  physicians  who  have  not 
reached  their  58th  birthday.  Frankly,  we  are  proud 
of  the  quality  health  care  the  Air  Force  Medical 
Service  provides  and  would  briefly  take  this  op- 
portunity to  present  you  a challenge  to  service. 

The  Air  Force  physician  practices  medicine  in  a 
collective  endeavor  with  the  entire  gamut  of  medi- 
cal specialties  and  the  finest  trained  allied  health 
care  professionals  available.  All  United  States  Air 
Force  Hospitals  are  accredited  by  the  Joint  Com- 
mission and  are  equipped  with  the  finest  medical 
instrumentation  available.  The  very  finest  health 
care  is  provided  to  every  patient  without  regard  to 
the  patient's  ability  to  pay.  The  professional  chal- 
lenges of  medical  practice  and  the  medical  educa- 
tion opportunities  within  the  Air  Force  Medical 
Service  are  unlimited.  The  Air  Force  physician  has 
more  time  for  family  and  personal  development  in 
comparison  to  his  civilian  counterpart.  The  liberal 
fringe  benefits  made  available  to  the  Air  Force 
physician  provide  for  a secure,  predictable  and 
satisfying  life  style;  e g.,  30  day  paid  vacation  an- 
nually, advancement,  travel,  medical  education,  pro- 
fessional pay  and  recreational  opportunities. 

Your  time  is  very  valuable  and  thus  the  brevity 
of  this  informational  offering.  However,  you  owe 
it  to  yourself  to  consider  this  alternative  medical 
practice.  Positions  are  available  in  primary  health 
care  delivery,  all  major  medical  specialties.  Initial 
appointment  can  range  in  the  grades  Captain 
through  Lieutenant  Colonel  with  a starting  salary 
range  from  $30,000-$43,000  (bonus  included) 
based  on  your  education,  civilian  experience  and 
prior  U.S.  military  service.  Guaranteed  assignments 
can  be  arranged  at  specific  Air  Force  Medical  Facil- 
ities in  the  United  States  and  overseas,  deoendi 
on  your  specialty. 


or 


For  further  information 

Contact  Your  Air  Force 
Medical  Representative 

at:  421  N.  Howard  St. 
Baltimore,  Md.  21201 

call  collect:  301-385-2858 


Rondomycin 

(methacycline  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  ot  the  tetracyclines 
WARNINGS:  Tetracycline  usage  during  tooth  development  (last  halt  ol  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown),  which  is  more 
common  during  long-term  use  but  has  occurred  alter  repeated  short-term  courses 
Enamel  hypoplasia  has  also  been  reported  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  be  etlective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development  ) 
Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping tetus  (otten  related  to  retardation  ot  skeletal  development)  Embryotoxicity  has 
also  been  noted  in  animals  treated  early  in  pregnancy 

Usage  in  newborns,  inlants.  and  children.  (See  above  WARNINGS  about  use  during 

tooth  development.) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone- forming  tissue  A decrease 
in  tibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued 
Tetracyclines  are  present  in  milk  ol  lactatmg  women  taking  tetracyclines 
To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and.  if  therapy  is  prolonged,  consider  serum  level  de- 
terminations ol  drug  The  anti-anabolic  action  ol  tetracyclines  may  increase  BUN  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis 
Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
vised. and  treatment  should  be  discontinued  at  first  evidence  ol  skin  erythema 
PRECAUTIONS:  It  superinfection  occurs  due  to  overgrowth  ol  nonsusceptible  organisms, 
including  tungi.  discontinue  antibiotic  and  start  appropriate  therapy 
In  venereal  disease,  when  coexistent  syphilis  is  suspected,  perform  darklield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  lour  months 
Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity,  patients  on  an- 
ticoagulant therapy  may  require  downward  adiustmeht  ot  their  anticoagulant  dosage 
In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic) 

Treat  all  Group  A beta-hemolytic  streptococcal  infections  format  least  10  days 
Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin 

ADVERSE  REACTIONS  Gastrointestinal  (oral  and  parenteral  forms)  anorexia  nausea, 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis,  inflammatory  lesions  (with  mond- 
ial overgrowth)  in  the  anogenital  region. 

Skin:  maculopapular  and  erythematous  rashes,  exfoliative  dermatitis  (uncommon)  Pho- 
tosensitivity is  discussed  above  (See  WARNINGS) 

Ranal  toxicity:  rise  m BUN  apparently  dose  related  (See  WARNINGS) 

Hypersensitivity:  urticaria,  angioneurotic  edema  anaphylaxis,  anaphylactoid  purpura 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  fontanels,  reported  in  young  infants  after  lull  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued 
Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosmophilia 
Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black  mi- 
croscopic discoloration  ot  thyroid  glands,  no  abnormalities  of  thyroid  function  studies  are 
known  to  occur 

USUAL  DOSAGE:  Adults  — 600  mg  daily  divided  into  two  or  tour  equally  spaced  doses 
More  severe  infections  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours  Gonorrhea  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated. Rondomycin'  (methacycline  HCI)  may  be  used  lor  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule  900  mg  initially,  followed  by  300  mg 
q i d lor  a total  of  5 4 grams 

For  treatment  ol  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams  ot 
Rondomycin'  (methacycline  HCI)  in  equally  divided  doses  over  a period  ol  10-15  days 
should  be  given  Close  follow-up.  including  laboratory  tests,  is  recommended 
Eaton  Agent  pneumonia  900  mg  daily  tor  six  days 
Children  - 3 to  6 mg/lb/day  divided  into  two  to  four  equally  spaced  doses 
Therapy  should  be  continued  lor  at  least  24  48  hours  after  symptoms  and  fever  have 
subsided 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair  ab- 
sorption and  are  contraindicated  Food  and  some  dairy  products  also  interfere.  Give  drug 
one  hour  before  or  two  hours  alter  meals  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  al  least  one  hour  prior  to  teedmg 
In  patients  with  renal  impairment  (see  WARNINGS)  total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  at  least  10  days 
SUPPLIED  Rondomycin  (methacycline  HCI)  150  mg  and 300  mg  capsules,  syrup  con- 
taining 75  mg/5  cc  methacycline  HCI, 


Before  prescribing,  consult  package  circular  or  latest  PDR  information. 


WALLACE  LABORATORIES 
CRANBURY,  NEW  JERSEY  08512 
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When  the  focus  is  on  bronchitis  due  to 
susceptible  strains  of  H.  influenzae  and  pneumococci* 

Rnnriomyuin  300 

[metihacyclinc  HCI] Capsules 

Delivers  from  the  very  first  dose: 

studies  show  that  after  the  first  dose  serum  levels  rapidly  rise  above 
minimum  in  vitro  inhibitory  concentrations 


*Since  many  strains  are  known  to  be  resistant,  routine  sensitivity  testing  is  recommended 


The  ALIKE  vMhC  Scrapbook 
of  Vitamin  Facts  & Fallacies 


The  Indian  fruit-eating  bat,  almost  all  monkeys,  man  and  the 
guinea  pig  are  the  only  mammals  whose  bodies  lack  an  enzyme 
needed  to  synthesize  ascorbic  acid  from  glucosel  Hence  they 
must  obtain  their  vitamin  C from  exogenous  sources. 


De  Joinville  writing  about  a 1 3th  century  crusade  reported  that 
barber  surgeons  had  to  cut  away  the  dead  flesh  from  the  gums 
to  enable  people  to  masticate  their  food  The  disease  he 
described  was  probably  scurvy 


A 1965  U.S.D.A.  survey  revealed 
that  American  diets  were  lower  in 
vitamin  C than  they  had  been  1 0 
years  earlier! 


The  outer  leaves  of  cabbage  and  brussels  sprouts  contain  more 
vitamin  C than  the  heads.  Yet,  ironically,  these  are  often  trimmed 
away  by  the  grocer  to  improve  appearance  and  enhance  sales 
appeal!  Many  housewives  trim  them  even  more  before  cooking! 


Available  on  your 
prescription  or 
recommendation 


High  Potency 
B-Complex  and 
Vitamin  C 
Formula 


Allbee  withC 

MULTIVITAMINS 


Each  capsule  contains 
Thiamine  mononitrata  (8  ) 15  mg  IS®' 
Riboflavin  (B.)  10  mg  83*' 

FynJonne  hjrOrochlOfide  (B.)5  mg  ' 
NiacmamKj*  50  mg  5005 

Calcium  pantothenate  10  mg  *' 
Ascortxc  acC  (Vitamin  C)  300  mg  100C' 


30  CAPSULES 


A. 11.  Robins  Company.  Richmond.  Va.  23220y^,|_|i 


ROBINS 


each  tablet, 
capsule  or  5 cc. 
teaspoonful  each 

of  elixir  Donnatal  each 

feafesSIf?,  . C 23 % alcohol)  No.  2 Extentab 

hyoscyamine  sulfate  0 1037  mg  0.1037  mg  0 3111  mg 

atropine  sulfate  0 01 94  mg  0.0194  mg  0 0582  mg 

hyoscine  hydrobromide  0 0065  mg  0.0065  mg  0.01 95  mg 

phenobarbital  (>£gr.)162mg  (^  gr.)  32  4 mg  (&gr.)48.6mg 

(warning:  may  be  habit  forming) 


Brief  summary.  Adverse  Reactions:  Blurring  of  vision,  dry  mouth 
difficult  urination,  and  flushing  or  dryness  of  the  skin  may  occur  on 
higher  dosage  levels,  rarely  on  usual  dosage.  Contraindications 
Glaucoma;  renal  or  hepatic  disease;  obstructive  uropathy  (for  ex- 
ample, bladder  neck  obstruction  due  to  prostatic  hypertrophy);  or 
hypersensitivity  to  any  of  the  ingredients. 

AH-DOBINS  A H Robins  Company  Richmond  Virginia  23220 


Donnatal! 
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WE  DEUVER  COMMERCIAL  MODULAR 
BUILDINGS  FASTER  AND  MORE  EFFICIENTLY 

THAN  CONVENTIONAL  CONSTRUCTION- 
ALL  YOU  HAVE  TO  DO  IS  MOVE  IN! 

When  you  think  about  that  new  building  many  worries  come  to  mind,  such  as,  inflationary  material 
costs,  labor  problems,  late  deliveries,  weather  delays  . . . 

Usry’s  Commercial  Division  relieves  you  of  these  headaches.  Our  project  managers  coordinate 
the  activities  of  contract  architects,  engineers  and  site  construction  firms  to  assure  that  your  building  is  erected 
faster  and  at  less  cost. 

We  can  provide  you  with  medical  centers,  professional  offices,  retail  stores,  educational  facilities, 
banks,  any  type  of  building.  Our  buildings  are  individually  designed  to  meet  your  structural  and  use  requirements. 

The  Usry  organization  has  been  involved  with  manufactured  structures  for  25  years  and  represents 
the  finest  commercial  building  manufacturers  in  the  South.*  Our  years  of  experience  will  save  you  valuable  time 
and  money. 

Give  Bob  Gracey  a call,  you’ll  be  surprised  how  efficiently  we  can  get  you  into  that  new  building. 


WE  TAKE  THE  WORRY  OUT  OF  CONSTRUCTION 


ILVRN 

Commercial  Division  P.O.  Box  27463  1415  Chamberlayne  Avenue 
Richmond,  Virginia  23261  Phone  (804)  321-4500 


*Coastal  Mobile  & Modular,  Continental  Homes,  Structures  of  America,  USCO,  Virginia  Homes.  Commercial 
structures  manufactured  by  these  firms  are  certified  to  be  in  compliance  with  all  applicable  building  codes. 


SAVE  MONEY! 

Take  advantage  of  The  Medical  Society  of  Virginia- 
sponsored  Master  Retirement  Plans 

Mail  coupon  for  information 

1 X/  <\/l  \>T^r</TC'T\>T\TrCTCYC'lCTCT  'J'TCtC'TC'Ts  ^C^\^Tv^CTV/Kj^k^KAOT^I\A^T\/IS/»\^OT(\/TN 

MSV  RETIREMENT  PLANS 

2425  Wilson  Boulevard,  Arlington,  Va.  22201 

Please  send  information  regarding: 

( ) Self-employed  Retirement  Plan 

( ) Professional  Corporation  Retirement  Plans 

( ) Tax-deferred  annuity  plan  for  employees  of  private  non-profit  organizations 

Name 

Address 

Phone  _____ 
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ince  1905,  Peoples  Drug  Stores 
Have  Filled  More  Than 
160,000,000  Prescriptions 


and  this  is  the  heart  of  our  service 


to  the  public  and  the  medical  profession  f^\\\ 


A [fib c 

convalescent  «^£ailable  ,or  or 

all  large  equipment  is  _a_t 


for  rent 


peoples®1* 


A resource  for  therapies,  including  a 
school  for  emotionally  disturbed  children 

If  '*7*  IPlHHBISKr 

The  Human  Resource  Institute  of  Norfolk  offers  individualized  treat- 
ment programs  within  a therapeutic  community  to  all  ages  and  diag- 
nostic categories  of  mentally  and  emotionally  disturbed  adults,  adoles- 
cents, and  children.  By  utilizing  various  individual  and  group  therapies 
the  patient  becomes  aware  of  his  own  feelings  and  his  relationship  to 
others.  The  diversified  therapies  increase  the  individual’s j self-esteem 
and  encourage  him  to  function  in  an  effective  manner. 

An  intensive  program  of  community  activities  offered  through 
Creative  Services  Department  promotes  interpersonal  relationships 
among  patients  and  staff,  and  stimulates  the  patient’s  creative  poten- 
tial. Activities  such  as  dance  therapy,  recreational  therapy,  occupa- 
tional therapy,  psychodrama,  music  therapy,  and  personal  appearance 
therapy  are  individualized  according  to  the  patient’s  needs. 

An  integral  part  of  treatment  for  the  emotionally  disturbed  adolescent 
or  child  is  the  continuance  of  his  education  in  a therapeutically  con- 
trolled environment.  HUMAN  RESOURCE  ACADEMY,  a fully  licensed 
and  certified  school,  promotes  learning  with  teachers  specially  trained 
in  teaching  the  emotionally  disturbed  and  learning  disabled  students. 

R 

Pharmaceutical  therapy  and  close  association  with  consultant  physicians 
of  all  specialities  are  important  aspects  of  patient  care  at  Human 
Resource  Institute. 

To  find  out  more  about  our  comprehensive  program  contact  the  Co- 
Medical  Directors,  Dietrich  W.  Heyder,  M.D.,  F.A.P.A.,  or  Fathy  A. 
Abdou,  M.D.,  F.A.P.A.,  Human  Resource  Institute  of  Norfolk,  Human 
Resources  Building,  100  Kingsley  Lane,  Norfolk,  Virginia  23505.  Phone 

(804)  489-1072. 


Entrapped  gas... 

Silent  „ 

partner  of 
GI  spasm 

Painful  GI  spasm  in  the  presence  of  entrapped 
gas  causes  even  more  pain  and  more  discomfort.  Yet, 
while  spasm  is  relieved,  entrapped  gas  often  goes 
untreated. 

Not  so  when  you  prescribe  Sidonna.  Sidonna 
helps  release  entrapped  gas  with  specially  activated 
simethicone,  a nonsystemic  antiflatulent,  while  also 
helping  to  relieve  spasm  with  a traditional  combina- 
tion of  belladonna  alkaloids.  And  Sidonna  provides 
mild  sedation  with  butabarbital. 

Sidonna.  The  therapeutic  partnership  approach 
to  functional  or  organic  GI  disturbances  including 
spastic  colon,  irritable  bowel  syndrome,  gastroenteri- 
tis, gastritis,  peptic  ulcer  and  nervous  indigestion. 

Contraindications : hypersensitivity  to  barbiturates  or  bella- 
donna alkaloids;  glaucoma,  prostatic  hypertrophy,  pyloric 
obstruction.  Side  Effects:  dry  mouth,  blurred  vision,  dysuria, 
skin  rash,  constipation  or  drowsiness.  Dosage : one  or  two  tablets 
preferably  before  meals  and  at  bedtime. 

Reed  & Camrick/ Kenilworth,  N.J.  07033  |^| 

Sidonna 

Each  scored  tablet  contains:  specially  activated  simethicone 
25  mg.,  hyoscyamine  sulfate  0.1037  mg.,  atropine  sulfate 
0.0194  mg.,  hyoscine  hydrobromide  0.0065  mg.  (equivalent  to 
belladonna  alkaloids  [as  bases]  0.1049  mg.)  and  butabarbital 
sodium  N.F.  16  mg.  (Warning:  may  be  habit  forming.) 

A working  partnership 
against  the 
pain  of  gas  and  spasm 


One  contains  aspirin. 
One  doesn’t. 


DarvonE 

Compound-65 

65  mg.  propoxyphene  hydrochloride 
227  mg.  aspirin,  162  mg.  phenacetin, 
and  32.4  mg.  caffeine 


Darvocet-N  lOO 

100  mg.  propoxyphene  napsylate 
and  650  mg.  acetaminophen 


Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company,  Inc.,  Indianapolis,  Indiana  46206 
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The  Crisis  of  Malpractice  Insurance  for  Doctors 

IN  THE  STATES  OF  MICHIGAN,  California,  New  York,  and  Florida 
many  doctors  are  without  malpractice  insurance  coverage  or  are  paying 
enormous  fees  for  it. 


The  Virginia  State  Corporation  Commission  report  of  January  3,  1975, 
is  as  follows:  “The  last  rate  increase  for  physician’s,  surgeon’s,  and  dentist’s 
insurance  premiums  was  effective  September  25,  1974,  for  new  business  and 
December  1,  1974,  for  renewal  business.  These  rate  increases  were  filed  by 
the  Insurance  Services  Office  on  behalf  of  member  and  subscriber  companies, 
and  these  rates  are  modified  by  previously  revised  increased  limits  factors 
which  were  effective  September  11,  1974,  on  new  business  and  November 
1,  1974,  on  renewal  business.  The  results  of  these  increases  do  raise  some 
premiums  in  excess  of  100%.” 

“The  statistical  data  furnished  with  the  rate  level  filing  indicating  a state- 
wide rate  level  change  of  +118-3%  was  required,  but  only  a 100%  in- 
crease was  requested.”  Virginia  is  admittedly  better  off  than  the  above 
enumerated  states  but  there  is  an  ever  increasing  number  of  malpractice 
suits,  larger  awards  by  jurors,  more  out-of-court  settlements,  and  greater 
losses  by  the  insurance  companies.  Insurance  for  doctors  is  difficult  to 
obtain,  or  very  expensive  and  uncertain  regarding  more  increase  or  loss  of 
coverage. 

Dr.  Hoffman  who  served  on  the  U.  S.  Department  of  Health,  Education 
and  Welfare  Commission  on  Medical  Malpractice  in  1973,  said,  “If  every 
patient  must  be  considered  a potential  legal  antagonist,  from  the  necessity 
of  self  preservation,  the  provider  patient  rapport  must  suffer.  “The  result 
is  the  practice  of  defensive  medicine  with  billions  of  dollars  spent  for  pro- 
tective studies.”  He  also  states:  “Reasonable  compensation  for  any  patient 
injured  in  the  course  of  his  health  care  as  a direct  result  of  misconduct  or 
negligence  on  the  part  of  the  provider  is  entitled  to  reasonable  compensation.” 
However,  there  are  those  who  are  looking  for  an  opportunity  to  make  a 
bonanza.  They  in  turn  can  often  find  a lawyer  willing  to  take  the  case.  Dr. 
Eisenbrey  states  in  the  American  Medical  News  of  November  4,  1974:  “The 


public  has  to  pay  a high  price  for  malpractice,  the  cost  of  the  doctor’s 
premium  plus  the  cost  of  defensive  medicine  can  add  a great  deal  to  the 
cost  of  medical  care  and  in  the  end  only  a small  percentage  of  the  cost  is 
used  to  benefit  the  injured  patient.  Mr.  George  J.  Annas,  JD,  director  of 
the  Boston  University  Center  for  Law  and  Health  in  the  Trial  Magazine, 
published  by  the  Trial  Lawyers  of  America,  writes:  “Of  monies  awarded  to 
plaintiffs  by  juries  (plaintiffs  win  only  about  20%  of  all  jury  cases),  they 
themselves  receive  only  17-38  cents  of  each  dollar,”  he  says.  “The  rest  is 
absorbed  in  legal  fees,  court  costs,  and  witnesses”.  The  plaintiff  does  not 
fare  too  well  financially  even  when  the  case  is  decided  for  him. 

The  large  insurance  premium  would  encourage  older  doctors  to  retire  and 
young  doctors  to  reconsider  entering  high  risk  localities  and  forms  of  spe- 
cialty work.  Thus  many  good  and  gifted  doctors  will  be  lost  or  ineffective. 

What  a mess  and  who  got  us  here!  What  is  wrong?  Some  fundamental 
things  need  changing  to  improve  the  medical  climate. 

Let  us  consider: 

1.  The  doctrine  of  res  ipsa  loquitur,  which  shifts  the  burden  of  proof  in 
negligence  claims  from  the  plaintiff  to  the  defendant. 

2.  The  doctrine  of  informed  consent,  in  which  the  physician  can  be  held 
liable  if  a patient  can  show  he  was  not  adequately  informed  of  all  risks  of 
consequences. 

3.  The  oral  guarantee  of  good  results  in  which  the  patient  does  not  have 
to  prove  the  physician  was  negligent  but  simply  that  he  did  not  fulfill  a 
claimed  oral  guarantee  of  successful  outcome  of  treatment  even  though  a 
physician  denies  giving  such  a claim. 

4.  The  discovery  rule  which  allows  for  an  extension  of  the  statute  of 
limitations  in  malpractice  cases. 

Mr.  Waverly  G.  Smith,  President  of  St.  Paul  Insurance  Company,  says, 
“According  to  common  law,  a doctor  is  held  responsible  for  the  accepted 
standard  medical  practice  in  his  own  community.  If  he  adheres  to  this 
standard,  the  doctor  could  not  be  held  liable.  Today,  plaintiff  attorneys 
are  bringing  in  paid  medical  witnesses  from  all  parts  of  the  country  to  testify 
as  to  the  standard  of  care  the  local  physician  should  have  followed.  Their 
excuse  is  that  local  doctors  won’t  testify  against  colleagues.” 

“In  our  estimation,  a plaintiff  with  a legitimate  claim  has  little  trouble 
obtaining  adequate  local  medical  testimony.  The  ‘conspiracy  of  silence’ 
argument  frequently  translates  into  the  fact  an  attorney  simply  was  not  able 
to  find  a local  doctor  whose  medical  opinion  agreed,  with  the  attorney’s 
legal  conclusion.”  There  are  other  fears,  the  Wall  Street  Journal  December 
23,  1974,  titled,  Insurance  Companies  Cheated  for  Centuries  are  Still  Being 
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Taken:  “One  of  the  biggest  busts  was  a ring  in  Detroit  by  ICPI  agents 
(Insurance  Crime  Prevention  Group).  Over  seventy  persons  have  been  in- 
dicted in  the  case  since  it  was  broken  in  1972,  including  doctors,  lawyers, 
private  investigators  and  policemen  acting  as  agents  of  bus  crash  victims, 
who  it  developed,  had  not  been  in  the  buses  at  all.  ICPI  director  James 
Ahern  said  several  of  the  ring  members  had  ties  to  an  organized  crime  ring.” 

In  an  effort  to  acquire  a fairer  defense  for  the  doctor  defendant: 

1.  Consent  forms  signed  by  the  patient  should  include,  “I  understand 
this  consent  form,”  and  should  be  binding  legally.  (It  would  be  the  patient’s 
responsibility  to  obtain  the  needed  information  before  signing.) 

2.  “Voluntary  and  Binding”  arbitration.  The  patient  signs  a form  upon 
admission  to  the  hospital  agreeing  to  arbitrate  any  future  dispute.  The  sig- 
nature is  not  mandatory,  with  thirty  days  of  grace  before  becoming  binding. 
Arbitration  panels  comprise  a physician,  an  attorney  and  a lay  person. 

3.  Reasonable  legal  standards  of  procedure  for  the  doctor  should  be  estab- 
lished by  custom. 

4.  Injuries  alleged  by  the  plaintiff  should  require  the  burden  of  proof. 

5.  The  plaintiff  upon  losing  the  case  should  be  required  to  pay  the  cost 
of  court,  to  discourage  spurious  court  trials. 

6.  Suits  for  excessively  large  amounts  of  damages  should  be  subject  to 
a panel  review  before  reaching  the  jury  trial. 

7.  The  discovery  rule  should  be  limited.  Canada  has  reduced  the  time  to 
one  year  by  legislation. 

Other  generalizations  for  consideration: 

1.  A peer  review  by  the  medical  doctors  to  eliminate  incompetence  and 
improper  conduct.  Likewise  a peer  review  by  lawyers  to  insure  high  ideals 
and  practice  for  their  profession. 

2.  Insurance  companies  should  be  required  to  give  an  annual  financial 
report  to  the  state  insurance  commission. 

3.  A disclosure  of  the  plaintiff  lawyers’  contingency  fees  and  legal  fees 
charged  in  out-of-court  cases. 

4.  No  fault  insurance? 

5.  An  insurance  company— non-profit— developed  by  the  State  Medical 
Society,  underwritten,  if  necessary,  by  the  State  of  Virginia. 

This  is  an  earnest  effort  to  present  the  cause  of  the  medical  insurance 
crises,  some  of  the  fallacies,  and  provocative  thoughts  regarding  the  solution 
of  the  malpractice  problem. 

George  N.  Thrift,  M.D. 

Medical  Arts  Building 
Richmond,  Virginia  23219 
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The  Effectiveness  of  5-Fluorouracil  Administered  Orally 


Fifty-three  patients  with  a variety 
of  disseminated  malignancies 
were  treated  with  5-fluorouracil 
given  orally.  Fifty  percent  had 
objective  responses  with  a sub- 
jective response  of  75%.  These 
results  compare  favorably  with 
the  figures  reported  for  the  stand- 
ard intravenous  therapy. 

INCE  ITS  INTRODUCTION1 2 5-fluo- 
rouracil has  been  widely  used  and  has 
proven  itself  to  be  a useful  antineoplastic  agent. 
Its  effectiveness  for  the  palliative  therapy  of 
several  types  of  disseminated  malignancy  has 
been  established.3,4,5,6 

The  purpose  of  this  study  was  to  determine 
whether  the  simpler  mode  of  oral  administra- 
tion was  as  safe  and  effective  as  standard  intra- 
venous regimen.  There  was  evidence  that  oral 
therapy  was  as  effective3,7,8,9  and  theoretically 
more  effective  if  there  were  hepatic  metas- 
tases.10  The  study  was  prompted  by  financial 
and  temporal  conditions.  The  average  cost  to 
the  patient  for  the  standard  intravenous  ther- 
apy is  two  to  four  times  as  much  as  for  the 
oral  regimen.  The  time  required  by  the  phy- 
sician, nurse  and  other  personnel  is  also  two  to 
four  times  as  great  for  the  intravenous  as  com- 
pared to  oral  dosage  schedule. 

Materials  and  Methods 

Patient  Selection:  Patients  with  various  dis- 
seminated malignancies  usually  treated  with 
5-fluorouracil  were  considered.  All  cases  were 

From  the  department  of  medicine,  McGuire 
Clinic. 


BURNESS  F.  ANSELL,  JR.,  M.D. 
Richmond,  Virginia 

biopsy  proven  and  had  measurable  lesions,  i.e. 
palpable  masses  or  lesions  demonstrated  on 
x-rays  or  scintillation  scans.  Patients  with  ques- 
tionable lesions  were  excluded.  In  the  early 
days  of  the  study,  there  were  many  patients 
referred  for  chemotherapy  who  died  before 
baseline  blood  studies  could  be  obtained.  All 
patients  who  completed  the  initial  course  were 
entered  in  the  study.  Initially,  the  distance  a 
patient  had  to  travel  for  therapy  was  a major 
factor  in  the  selection  of  patients  to  receive 
oral  5-fluorouracil.  Patients  with  disseminated 
carcinoma  of  the  breast  were  treated  after 
failure  of  hormonal  therapy.  Patients  with 
carcinoma  of  the  colon  and  rectum  were 
treated  only  when  liver,  lung  or  bone  involve- 
ment was  proven. 

The  preparation  used  was  5-fluorouracil  so- 
lution for  intravenous  administration  50  mg./ 
ml.  The  solution  was  mixed  with  an  equal 
volume  of  grape  juice  and  “chased”  with  a 
small  glass  of  grape  juice.  For  the  first  two 
years  of  the  study,  the  dosage  schedule  was 
the  same  or  similar  to  the  standard  intravenous 
dosage  regimen,3,4,4  10  to  15  mg. /kg.,  daily  for 
five  to  six  days,  then  7.5  mg. /kg.  every  other 
day  until  symptoms  of  toxicity  were  manifest 
or  for  a maximum  of  eight  doses.  This  sched- 
ule was  repeated  every  four  weeks.  With  pub- 
lication of  less  toxic  and  equally  or  more  effec- 
tive regimens11,12,13  our  schedule  was  modified. 
During  the  past  three  years,  an  initial  loading 
dose  of  12-15  mg. /kg.  daily  was  given  for  four 
to  six  days,  then  after  one  week,  this  dose  was 
reinstituted  once  or  twice  each  week  depend- 
ing on  response.  The  dose  was  adjusted  if 
there  were  signs  of  toxicity.  All  patients  were 
treated  with  5-fluorouracil  alone. 

Initially,  the  dose  was  selected  on  clinical 
criteria:  (1)  History  of  x-ray  therapy;  (2) 
Physical  condition,  and  laboratory  evidence 
of  satisfactory  bone  marrow  function  (hemo- 
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globin,  white  blood  cell  count  and  platelet 
count).  During  the  past  three  years,  bone 
marrow  evaluation  was  routinely  performed 
as  an  aid  to  the  proper  dosage  selection.  The 
initial  dose  was  reduced  by  V)  to  !4  if  the  mar- 
row specimen  was  hypocellular.  If  the  pa- 
tient tolerated  the  reduced  dosage,  the  amount 
of  5-fluorouracil  was  gradually  increased  to- 
ward the  standard  dosage  schedule. 

Criteria  for  Response:  The  patients  were 
divided  into  five  groups  depending  on  re- 
sponse. 

I Those  with  measurable  improvement  of 
50%  or  more. 

II  The  patients  with  less  than  50%  meas- 
urable improvement. 

III  No  progression  with  symptomatic  im- 
provement. 

IV  Definite  progression  but  symptomatic 
improvement. 

V Progression  of  disease  with  no  sympto- 
matic response. 

Results 

There  were  5 3 patients  who  met  the  criteria 
for  selection  (Table  1).  Adenocarcinoma  of 


mean  survival  time  after  chemotherapy  with 
5-fluorouracil  was  instituted  was  7.4  months 
with  a range  of  one  to  26  months.  Mean  sur- 
vival for  responders  was  9.7  months  and  for 
nonresponders  was  2.5  months  (Table  2). 
These  figures  compare  favorably  with  the  re- 
ports in  the  literature.3,4,14,15,16,17,18,19  There  are 
not  enough  patients  in  the  other  categories  to 
make  any  meaningful  statements.  There  was 
one  patient  with  an  adenocarcinoma  from  an 
unidentified  primary  which  metastasized  to 
the  eye,  brain  and  lung.  Diagnosis  was  made 
following  enucleation.  After  institution  of  5- 
fluorouracil  therapy,  there  was  marked  reduc- 
tion in  the  lung  lesion  as  seen  on  x-rays  and 
gradual  disappearance  of  the  brain  lesion  as 
seen  on  scintillation  scan.  This  patient  survived 
for  14  months  after  therapy  was  started. 

Toxic  reactions  were  noted  in  approximate- 
ly 50%  of  the  patients  in  this  study  with  a 
predominance  in  the  first  two  years.  These 
reactions  were  manifested  by  nausea,  vomit- 
ing, diarrhea,  stomatitis,  alopecia.  The  vast 
majority  of  the  reactions  involved  only  the 
gastrointestinal  tract,  were  transient,  and  did 
not  require  any  significant  dosage  reduction. 
Only  10%  of  the  patients  required  any  ad- 


TABLE  1 


Overall  Therapeutic  Response 

Number  of 

Carcinoma  Site 

Patients 

1 

11 

Colon/Rectuni 

28 

6 

8 

Breast 

19 

5 

6 

Pancreas 

Adenocarcinoma,  primary 

3 

— 

— 

site  undetermined 

2 

1 

— 

Stomach 

1 

— 

— 

V 

1 

5 

2 


the  colon  and  rectum  accounted  for  over  one- 
half  of  the  patients.  Fifty  percent  of  these 
patients,  14  out  of  28,  were  in  Groups  I or  II 
and  were  classed  as  responders.  The  survival 
time  after  institution  of  chemotherapy  was 
from  0 to  42  months,  with  a mean  of  11.7 
months.  Responder  survival  was  16.4  months 
and  nonresponder  survival  was  4.4  months 
(Table  2).  There  were  19  patients  with  carci- 
noma of  the  breast.  Fifty-eight  percent,  1 1 
out  of  19,  of  this  group  were  responders.  The 


justment  of  the  dosage  schedule.  Therapy  was 
discontinued  in  only  four  instances  and  two 
of  these  patients  could  have  been  restarted  on 
a reduced  schedule.  There  were  only  seven 
notable  toxic  reactions  and  these  are  outlined 
in  Table  3. 

There  was  one  fatal  bone  marrow  depres- 
sion in  a patient  who  was  inadvertently  given 
an  overdose  during  her  “loading  course”.  She 
had  two  large  metastatic  lesions  that  markedly 
regressed  following  therapy  but  she  did  not 
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survive  the  marked  bone  marrow  depression. 
There  were  only  two  other  marked  bone  mar- 
row depressions  (WBC  less  than  100/mm.3) 
and  both  recovered.  The  5-fluorouracil  was 


thought  to  be  due  to  macula  degeneration  and/ 
or  macula  edema  which  could  have  been  due 
to  5-fluorouracil  therapy.  If  so,  it  would  be  a 
previously  unreported  toxic  manifestation. 


TABLE  2 
Survival  Data 
Colorectal 


/ 11 

ill 

IV 

V 

Total 

Number  Patients 

6 8 

3 

3 

l 

28 

Percentage 

21%  29% 

n% 

14% 

25% 

100% 

Survival  (Months) 

24.8  13 

8.6 

7.2 

2.7 

Mean  Survival 

11.7  months 

(0-42  months) 

Responder  Survival 

16.4  months 

Nonresponder  Survival 

4.4  months 

Breast 

1 11 

111 

IV 

V 

Total 

Number  Patients 

5 6 

2 

1 

5 

19 

Percentage 

26%  32% 

11% 

5% 

26% 

100% 

Survival  (Months) 

13  6.6 

10.5 

2 

2.6 

Mean  Survival 

7.4  months 

(1-26  months) 

Responder  Survival 

9.7  months 

Nonresponder  Survival 

2.5  months 

reinstituted  in  one  of  these 

patients  at  one- 

Her  sight  partially  recovered  when  the  5-fluo- 

half  of  the  previous  dose  and  she  tolerated  this 

rouracil 

was  discontinued  and  steroid  therapy 

well.  The  other  patient’s 

white  blood  cell 

initiated  but  the 

patient  died  of 

a massive  myo- 

TABLE  3 

Complications  Related  to  5-Fluorouracil  Therapy 


Disease 

Previous 

X-Ray 

Complications 

Subsequent 

Therapy 

Colon 

No 

Marked  bone  marrow  depression. 
WBC  1000  and  leukopenia  persisted 
(2500-3500). 

5-fluorouracil  not 
reinstituted. 

Breast 

Yes 

Bone  marrow  depression.  WBC  1000- 
2000.  Recovered  at  2 months. 

5-fluorouracil  re- 
instituted. 

Breast 

Yes 

Bone  marrow  depression  after  6 
courses.  WBC  1000-2000.  Recovered 

2 months. 

5-fluorouracil  not 
reinstituted. 

Breast 

Yes 

Fatal  bone  marrow  depression. 

- 

Breast 

Yes 

Bone  marrow  depression  and  diar- 
rhea. WBC  2000-3000.  Recovered  2 
months. 

5-fluorouracil  not 
reinstituted. 

Breast 

Yes 

Marked  bone  marrow  depression. 
WBC  1000.  Recovered  3 months. 

5-fluorouracil  re- 
instituted. 

Breast 

Yes 

Visual  disturbance. 

5-fluorouracil  not 
reinstituted. 

count  never  returned  to  normal  and  the  5-  cardial  infarction  before  her  vision  had  re- 
fluorouracil  was  not  restarted.  turned  to  normal.  In  relation  to  this  patient, 

There  was  one  instance  of  partial  blindness  there  has  been  one  report  in  the  literature  of 
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an  optic  neuritis  associated  with  5-fluoroura- 
cil.6 

Comments  and  Conclusions 

Early  reports8,20  of  the  use  of  5-fluorouracil 
orally  were  discouraging,  suggesting  erratic 
absorption.  However,  in  1968,  Khung,  et  al7 
reported  comparable  results  with  oral  and  in- 
travenous administration.  Many  reports  since 
that  time  support  the  effectiveness  of  oral  5- 
fluorouracil  therapy10,19,20  and  Bateman,  et  al21 
in  1971  suggests  that  the  oral  route  may  be 
superior  to  intravenous  administration  report- 
ing 2 1 % of  a variety  of  tumors  responding  to 
intravenous  5-fluorouracil  when  40%  respond 
to  5-fluorouracil  given  orally.  The  reports  in 
the  literature  for  colorectal  cancer  give  re- 
sponse statistics  for  intravenous  administration 
ranging  from  11%  to  39%. 15  The  average  re- 
sponse rate  is  approximately  27%3  with  33% 
obtaining  symptomatic  improvement.19  Lahire 
in  1971 10  reported  response  in  11  out  of  14 
patients  with  liver  metastases  but  only  two 
out  of  six  patients  with  soft  tissue  metastases 
responded  and  no  patient,  nought  out  of  four, 
with  bone  or  lung  metastases  responded. 

There  was  also  wide  variation  in  responses 
in  patients  with  breast  cancer.4,16,17  Respond- 
ers in  several  large  groups  using  varied  dosage 
schedules  ranged  from  5 to  45%.  When  a 
standard  dose  was  used,  the  range  was  20  to 
65%  with  a mean  of  27%. 16 

The  apparent  differences  in  results  were  due 
to  several  factors:  (1)  patient  selection;  (2) 
dosage  schedules,  and  (3)  definition  of  re- 
sponse. When  these  factors  were  constant,  re- 
sults were  similar. 

The  results  in  this  study  were  comparable 
to  the  results  obtained  in  large  intravenous 
studies  and  support  the  contention  that  oral 
administration  is  as  effective  as  the  intraven- 
ous route.  Fifty  percent  of  the  patients  had  a 
subjective  response  though  some  were  very 
short  lived.  The  15%  that  had  progressive 
disease  with  subjective  improvement  suggests 
a placebo  response.  Several  of  the  patients  in 
this  study  have  had  an  excellent,  if  not  com- 
plete, remission.  One  patient  had  a “second 
look”  procedure  at  one  year.  He  had  peri- 


toneal studding  and  liver  metastases  at  the  time 
of  the  initial  procedure.  When  reoperated, 
he  had  no  evidence  of  disease.  This  patient 
discontinued  his  medication  eight  months  later 
and  within  four  months  had  clinical  and  lab- 
oratory evidence  of  liver  metastasis  and  when 
therapy  was  reinstituted,  there  was  no  re- 
sponse. One  other  patient  had  the  drug  dis- 
continued at  two  years  with  no  sign  of  disease 
and  promptly  showed  evidence  of  recurrence 
which  did  not  respond  to  reinstitution  of  the 
medication.  Needless  to  say,  we  no  longer 
discontinue  the  drug  at  two  years.  This  study 
was  started  using  the  standard  intravenous  dos- 
age schedule  of  15  mg./kg.  for  four  to  five 
days,  then  7.5  mg./kg.  every  other  day  until 
toxicity  or  for  a maximum  of  eight  doses.4 
Less  toxic  dosage  schedules  with  the  same 
efficiency  were  reported.10,11  Our  dosage 
schedule  was  modified  at  that  time  to  a smaller 
loading  dose  followed  by  weekly  “mainte- 
nance dose”.  There  was  no  change  noted  in 
the  effectiveness  but  the  toxic  reactions  were 
markedly  reduced.  All  but  one  of  the  sig- 
nificant bone  marrow  depressions  occurred  in 
patients  who  had  carcinoma  of  the  breast  and 
all  of  these  patients  had  had  previous  x-ray 
therapy.  Most  of  the  toxic  reactions  occurred 
during  the  first  two  years  when  the  drug  was 
“pushed  to  toxicity”. 

Bone  marrow  aspirations  were  performed 
on  all  patients  after  the  fatal  bone  marrow  de- 
pression. Thirty  of  the  fifty-three  patients 
have  bone  marrow  aspiration  and  only  five  of 
these  patients  with  proven  disseminated  disease 
had  definite  bone  marrow  metastasis  and  three 
were  equivocal.  This  would  suggest  that  bone 
marrow  aspiration  would  be  of  little  value  in 
establishing  the  diagnosis  of  metastatic  disease. 
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A Community-Wide, 

Comprehensive  Health  Care  Delivery  System 

Development  through  Cooperation  between  the  State  and 
Private  Medicine. 


EDWARD  L.  ALEXANDER,  JR.,  M.D. 
Newport  News,  Virginia 


A community  hospital,  medical 
school,  state  and  local  health  de- 
partments, state  legislature  and 
private  physicians  have  created 
a health  system  that  provides 
comprehensive,  structured,  avail- 
able care  to  150,000  citizens  of 
Newport  News.  Cooperation  was 
greatly  aided  by  careful  defini- 
tion of  the  needs  of  each  partici- 
pant. The  system  and  how  it 
meets  those  needs  is  described. 

IN  JANUARY,  1972,  operations  began  on 
a two  and  a half  million  dollar  primary  care 
center  on  the  grounds  of  Riverside,  a six  hun- 
dred and  forty  bed  private  non  profit  com- 
munity hospital  in  Newport  News,  Virginia. 
This  center  was  made  possible  by  unusual 
cooperation  between  private  and  public  sec- 
tors, including  the  health  departments  of  the 
city  of  Newport  News  and  the  State  of  Vir- 
ginia, the  Department  of  Family  Practice  of 
Virginia  Commonwealth  University,  the  Vir- 
ginia State  Legislature  and  organized  private 
practice.  The  physicians  of  the  community 
can  now  guarantee,  round  the  clock,  syste- 

Alexander,  Edward  L.,  M.D.,  Director  of 
Medical  Education , Riverside  Hospital,  Newport 
News,  Associate  Clinical  Professor  of  Medicine, 
Virginia  C cmmionw eal t h University , Richmond. 


matic,  comprehensive  health  care  to  all  seg- 
ments of  the  one  hundred  and  fifty  thousand 
citizens  for  whom  they  are  responsible.  An 
important  guideline  in  the  developmental  proc- 
ess was  the  belief  that  individuals  and  insti- 
tutions act  primarily  through  self  interest.  A 
conscious  and  continuing  effort  was  made  to 
discover  and  precisely  define  needs  of  the  par- 
ticipating bodies.  This  paper  will  list  needs  as 
defined  by  each  participant,  describe  the 
health  care  system  generated  and  summarize 
how  it  meets  those  needs. 

Needs 

Riverside  Hospital  1.  Additional  facilities 
to  accommodate  rapid  community  growth.  2. 
Maintain  a post  graduate  training  program 
threatened  by  the  phasing  out  of  the  rotating 
internship  program  by  1975.  3.  Find  means  to 
honor  a growing  self-imposed  responsibility 
for  the  health  of  the  entire  community. 

Health  Departments  1.  Cope  with  the  in- 
creasing demands  for  delivery  of  care  to  less 
fortunate  individuals.  2.  Reduce  the  physical 
and  intellectual  isolation  of  the  department 
from  the  main  stream  of  medical  practice.  3. 
Centralize  and  increase  physician  utilization 
of  health  service  agencies.  4.  Reduce  redupli- 
cation of  services. 

Virginia  Commonwealth  University  De- 
partment of  Family  Practice  1.  Respond  to 
pressures  from  the  legislature  to  increase  the 
number  of  primary  care  physicians  in  the 
state.  2.  Insure  a proper  distribution  of  these 
physicians.  3.  Meet  the  request  of  national 
leadership  in  Family  Practice  to  train  men  in 
models  of  care  more  akin  to  the  realities  of 
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practice.  4.  Develop  a system  to  measure  pri- 
mary care  as  a basis  for  the  pedagogy  of  Fam- 
ily Practice  Training. 

Virginia  State  Legislature  Satisfy  public 
demands  for  more  and  better  distribution  of 
general  physicians. 

Private  Practice  Sector  1.  Find  a means  to 
care  for  a patient  load  mounting  faster  than  the 
capacity  to  respond.  2.  Insure  the  proper  re- 
lationship between  any  solution  and  the  tra- 
ditional private  practice  of  medicine. 

System  (Schematically  depicted  in  Fig.  1) 


was  modelled  after  Garfield.1  Key  features 
will  be  described. 

Buildmg  Construction  was  financed  by  the 
City  and  State  on  donated  land,  contiguous 
with  the  hospital.  Medical  and  administrative 
personnel  from  Riverside  and  the  Health  De- 
partment planned  and  supervised  the  design 
and  construction. 

Eligibility  All  citizens  of  Newport  News 
with  a single  restriction  that  any  who  can  so 
afford  must  be  referred  from  a private  physi- 
cian. A triage  nurse  was  established  to  direct 
patients,  as  indicated,  to  private  practitioners, 


sub-specialists,  the  emergency  room,  walk-in 
clinic  or  a Family  Practice  Resident.  Doctor’s 
secretaries  and  the  public  were  widely  in- 
formed of  the  service. 

Family  Practice  Clinic  This  is  the  nucle- 
us of  the  system.  There  are  office  accommo- 
dations for  36  Family  Practice  Residents  and 
faculty.  Their  salaries  are  shared  by  the  State 
and  Riverside  with  a minor  contribution  from 
the  health  department.  All  patients,  except 
those  necessary  to  support  an  Ob-Gyn  Resi- 
dency are  assigned  to  a Family  Practice  Resi- 
dent and  unless  disrupted  by  personal  factors 
remain  under  his  care. 

Consultation  The  feudal  sub-specialty 
clinic  system  and  its  hand-maiden  of  frag- 
mented patient  care  is  replaced  by  a daily  con- 
sulting and  teaching  service.  Patients  with 
difficult  or  teaching  problems  can  be  referred 
at  the  discretion  of  a resident  to  a noon  gather- 
ing of  trainees  and  sub-specialists.  The  stu- 
dent observes  the  teacher  directly  solving 
problems.  A written  consultation  is  made  on 
the  spot,  signed,  and  goes  immediately  to  the 
chart.  The  patient’s  resident  physician  carries 
out  suggestions  of  therapy  within  his  capaci- 
ties. A patient  can  be  placed  on  loan  to  the 
consultant  under  the  watchful  eye  of  the  resi- 
dent. In  the  majority  of  cases,  the  patient  does 
not  return  and  therefore  no  clinic  identity  is 
established.  The  teaching  consultant  is  paid  a 
nominal  honorarium  provided  by  the  State. 

Health  Testing  Service  The  classic  multi- 
phasic  screen  as  developed  by  Collen2  was 
modified  by  adding  five  nurses  trained  in  the 
complete  physical  examination  as  described 
elsewhere.3  Patients  are  seen  only  at  the  re- 
quest of  a physician.  The  unit  has  entered  in- 
to health  testing  contracts  with  physicians  of 
agencies  representing  a large  number  of  indi- 
gent patients.  Thousands  of  children  and 
adults  in  this  category  have  been  examined. 
The  start  up  cost  was  underwritten  by  River- 
side and  the  Health  Department.  The  unit  is 
approaching  a break  even  point. 

Whitaker  Clinic  The  Riverside  faculty 
and  residents  have  established  a branch  for 
training  and  treatment  in  the  heart  of  the  low 
income  region,  bringing  comprehensive  care  to 
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the  patient  at  convenient  afternoon  and  eve- 
ning hours.  This  clinic  is  an  integral  part  of 
the  primary  care  center.  A wide  and  direct 
pipeline  provides  ready  access  to  the  more  so- 
phisticated services  of  the  main  practice  unit 
and  hospital.  Funding  is  mostly  by  the  health 
department. 

Riverside  Ambulatory  Care  The  move  of 
the  outpatient  clinics  of  Riverside  to  the  cen- 
ter freed  space  necessary  for  a much  needed 
sub-division  of  the  emergency  room  into  an 
acute  and  walk-in  section.  The  walk-in  clinic 
serves  patients  who  need  or  only  accept  epi- 
sodic care.  Both  are  staffed  by  Family  Prac- 
tice Residents  supervised  by  a full  time  faculty 
member.  Since  his  services  are  dual,  i.e.  teach- 
ing and  service,  he  is  funded  jointly  by  River- 
side, Health  Department  and  State. 

Virginia  Cotmnonwealth  Department  of 
Family  Practice  The  department  oversees 
four  state  model  training  units  located  at  Vir- 
ginia Beach,  Fairfax,  Blackstone  and  Newport 
News,  with  a total  output  of  30  residents  each 
year.  Advisory,  liaison  and  research  services, 
underwritten  by  the  legislature,  are  provided 
throughout  the  training  system. 

Virginia  State  Legislature  In  the  late  1960’s 
The  Virginia  Council  on  Health  and  Medical 
Care,  The  Farm  Bureau  and  The  Academy  of 
General  Practice  participated  in  a coordinated 
move  to  educate  each  legislator  in  the  need  for 
increasing  the  output  of  primary  care  physi- 
cians. Where  possible,  the  legislator  was  con- 
tacted by  his  practitioner  through  personal 
and  group  meetings.  As  a consequence,  in 
1969  the  legislature  appropriated  over  two 
hundred  thousand  dollars  each  to  Virginia 
Commonwealth  University  and  the  University 
of  Virginia  to  begin  programs  in  Family  Prac- 
tice. The  funds  channeled  into  the  department 
of  Family  Practice  of  the  Virginia  Common- 
wealth University  are  administered  by  an  au- 
tonomous Department  of  Family  Practice. 

Needs  Met 

Riverside  1.  Outpatient  moved  to  health 
center,  freeing  space  and  allowing  for  reor- 
ganization and  expansion  of  the  emergency 


room  facilities.  2.  Post  graduate  training  based 
on  rotating  internship  replaced  with  the  Fam- 
ily Practice  Program.  3.  Augmentation  of 
ability  to  honor  self  imposed  service  commit- 
ments to  the  community. 

Health  Department  1.  Provides  citizens 
with  limited  financial  means  access  to  a com- 
prehensive health  care  system.  2.  Health  De- 
partment now  in  the  intellectual  and  geo- 
graphic shadow  of  Riverside.  3.  More  office 
space  has  permitted  centralization  of  service 
agencies.  Proximity  with  future  family  doc- 
tors provides  training  in  utilization  of  this  net- 
work. 4.  Family  planning  and  Ob-Gyn  clinics 
consolidated. 

Virginia  Commonwealth  University  De- 
partment of  Family  Practice  1.  Family  Prac- 
tice training  output  now  30  per  year.  2.  Loca- 
tion of  units  in  regions  of  measured  shortage 
of  primary  physicians  correcting  distribution 
problem.  3.  Four  models,  more  exactly  tuned 
to  reality  of  a practice,  created.  4.  Ongoing 
measurement  of  the  practice  profile  and  resi- 
dent activities  in  the  models.4 

Virginia  State  Legislature  A beginning  of 
the  elimination  of  the  family  physician  short- 
age in  the  state. 

Private  Practice  Control  over  the  distribu- 
tion and  quality  of  care  for  the  patient  over 
load. 

Comment 

The  vigor  and  creativeness  of  medicine  in 
the  United  States  is  difficult  to  match.  Radical 
changes  in  order  to  improve  an  imperfect  de- 
livery system  should  be  viewed  with  caution. 
A method  of  insuring  health  care  to  all  people 
in  a community  has  been  developed  within  the 
existing  medical  framework.  The  organiza- 
tions marshalled  to  this  task  are  generally  avail- 
able elsewhere.  A careful  definition  of  the 
needs  of  each  participant  was  a critical  step. 
The  public  and  private  sector  of  the  city  of 
Newport  News  can  take  great  pride  in  guar- 
anteeing to  every  citizen,  comprehensive, 
available  medical  care. 
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Operative  Treatment  of  Patients  With  Valvular  Disease 


The  cooperation  of  physicians  is  requested 
in  the  referral  of  patients  for  studies  of  the 
operative  treatment  of  patients  with  valvular 
disease  being  undertaken  at  the  National  Insti- 
tutes of  Health  Clinical  Center  in  Bethesda, 
Maryland,  by  the  National  Heart  and  Lung 
Institute. 

During  the  past  ten  years,  over  1,000  pa- 
tients have  had  aortic  and/or  mitral  valve  re- 
placements at  the  National  Heart  and  Lung 
Institute.  Although  the  benefits  that  most  pa- 
tients derive  from  operation  are  unequivocal, 
some  patients  do  not  achieve  significant  func- 
tional improvement  despite  an  excellent  mech- 
anical result. 

In  an  attempt  to  more  effectively  utilize  the 
data  accumulated  at  the  Institutes  so  that  fu- 
ture decisions  regarding  the  advisability  of  op- 
eration can  be  made  in  as  informed  a way  as 
possible,  the  Cardiology  and  Surgical  Branches 


of  the  National  Heart  and  Lung  Institute  are 
in  the  process  of  conducting  an  in-depth  pros- 
pective study.  The  study  is  designed  to  identi- 
fy clinical  and  hemodynamic  indices  that 
would  reliably  indicate  operative  prognosis 
and  would  allow  identification  of  the  patient 
with  irreversible  myocardial  changes. 

All  patients  accepted  for  study  will  be  ad- 
mitted to  the  Clinical  Center  for  a complete 
diagnostic  evaluation  (including  cardiac  cath- 
eterization) in  the  Cardiology  Branch,  NHLI. 
Surgery  will  be  performed  if  indicated.  As  in 
the  past,  there  will  be  no  charge  for  any  of 
these  services. 

Physicians  wishing  to  refer  patients  with 
valvular  disease  for  this  study  should  send  their 
patients’  case  summaries  to:  Stephen  E.  Ep- 
stein, M.D.,  National  Institutes  of  Health,  Clin- 
ical Center,  Room  7B-15,  Bethesda,  Maryland 
20014.  Phone:  (301)  496-5817. 
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Trigeminal  Neuralgia  Treated  by  Percutaneous 
Radiofrequency  Rhizotomy 


Permanent  cure  of  trigeminal 
neuralgia  should  be  expected  af- 
ter percutaneous  radiofrequency 
coagulation  of  selected  retrogas- 
serian  rootlets.  The  procedure  is 
safe,  and  there  is  no  danger  of 
facial  paralysis. 

RIGEMINAL  NEURALGIA  or  Tic 
Douloureaux  is  a painful  affliction  of  the 
face  which  has  tested  the  therapeutic  efforts 
of  physicians  through  the  centuries.  In  1677 
John  Locke  wrote  concerning  his  patient,  the 
Countess  of  Northumberland,  who  was  suffer- 
ing excruciating  pain  in  the  face  and  lower 
jaw:  “It  forced  her  to  such  cries  and  shrieks 
as  you  would  expect  from  one  upon  the  rack, 
to  which  I believe  hers  was  an  equal  torment, 
which  extended  itself  all  over  the  right  side 
of  her  face  and  mouth  ...  a flash  of  fire  all 
of  a suddaine  shot  into  all  those  parts,  and  at 
every  one  of  those  twitches,  which  made  her 
shreeke  out,  her  mouth  was  constantly  drawn 
on  the  right  side  towards  the  right  eare  by  re- 
peated convulsive  motions,  which  were  con- 
stantly accompanied  by  her  cries  . . . These 
violent  fits  terminated  on  a suddaine,  and  then 
my  Lady  seemed  to  be  perfectly  well,  except- 
ing only  a dull  pain  which  ordinarily  remained 
in  her  teeth  on  that  side,  and  an  uneasinesse  in 
that  side  of  her  tongue  which  she  phansied  to 
be  swrollen  . . .” 1 More  sophisticated  but 
probably  no  more  enlightening  descriptions  of 
this  painful  malady  are  available,  and  of 
course  the  classic  description  of  trigeminal 
neuralgia  was  published  by  Fothergill2  in  1804. 


WILLIAM  M.  CHADDUCK,  M.D. 
Martinsville,  Virginia 

A number  of  treatments  have  evolved  over 
the  years  using  various  vitamins,  analgesics, 
and  anti-convulsants  such  as  Dilantin.  More 
recently  Carbamazine  (Tegretol)  has  been 
used  with  excellent  control  of  trigeminal  neu- 
ralgia; but  the  results  have  not  been  long  stand- 
ing or  toxic  effects  of  the  drug  have  necessi- 
tated its  withdrawal.  Alcohol  injections  of 
peripheral  branches  of  the  trigeminal  nerve 
have  been  done;  however,  regeneration  of  the 
peripheral  nerve  will  result  in  recurrence  of 
the  terrible  pain.  For  the  same  reason  avulsion 
of  the  infraorbital  and  supraorbital  nerves 
usually  offers  only  temporary  relief. 

Procedures  directed  at  destroying  the  retro- 
gasserian  rootlets  have  been  done  for  many 
years  with  noteworthy  success.  Such  proce- 
dures have  usually  required  craniotomy  with 
extra-dural  elevation  of  the  temporal  lobe  and 
intra-dural  section  of  the  appropriate  retro- 
gasserian  rootlets.  Alternatively  the  rootlets 
were  divided  through  a posterior  fossa  craniec- 
tomy. These  open  surgical  approaches  have 
been  accompanied  by  some  mortality  and  con- 
siderable morbidity,  including  facial  paraly- 
sis in  some  cases. 

Percutaneous  penetration  of  the  foramen 
ovale  for  indirect  destruction  of  the  retro- 
gasserian  rootlets  and  Gasserian  ganglion  has 
been  accomplished  for  many  years.  Harris3 
injected  absolute  alcohol  into  the  ganglion 
with  good  pain  relief;  however,  overflow  of 
alcohol  or  other  chemicals,  in  addition  to  dam- 
aging adjacent  cranial  nerves,  may  destroy 
the  entire  trigeminal  nerve,  resulting  in  total 
anesthesia  of  the  face  and  eye.  Sweet  and 
Wepsic4  first  described  differential  thermo- 
coagulation of  the  retro-gasserian  rootlets 
using  a radiofrequency  generator.  They  re- 
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ported  excellent  results  in  over  200  patients 
with  trigeminal  neuralgia. 

Nugent  and  Berry5  have  improved  the  tech- 
nique by  defining  radiographic  landmarks 
which  aid  to  the  penetration  of  the  foramen 
ovale.  The  methods  employ  a small  coagulat- 
ing electrode  which  is  also  used  as  a stimulating 
electrode  for  identifying  the  proper  rootlets 
before  the  coagulation  is  accomplished.  Thus 
selective  retro-gasserian  rhizotomy  may  now 
be  done  using  combined  radiographic  and 
electro-physiologic  localization. 

This  report  includes  a description  of  a tech- 
nique for  radiofrequency  coagulation  of  the 
trigeminal  rootlets,  a presentation  of  the  re- 
sults of  treatment  of  our  first  thirteen  patients 
and  a summary  of  the  advantages  of  the  mode 
of  therapy. 

Clinical  Data 

Thirteen  patients  ranging  in  age  from  41  to 
84  years  were  treated  for  idiopathic  trigeminal 
neuralgia.  None  had  post-herpatic  or  atypical 
facial  neuralgia,  and  one  had  trigeminal  neu- 
ralgia associated  with  multiple  sclerosis.  Most 
patients  had  been  treated  with  Dilantin  and 
Tegretol  and  had  at  least  transient  improve- 
ment with  Tegretol.  Two  patients  had  had 
sub-temporal  craniectomies  and  partial  section 
of  the  trigeminal  roots,  four  and  ten  years 
prior  to  the  percutaneous  operation  but  had 
recurrence  of  pain. 

Operative  Technique 

The  patient  is  placed  on  the  operating  table 
in  the  supine  position  and  equipment  posi- 
tioned for  antero-posterior  and  lateral  pola- 
roid  radiographs  of  the  skull.  The  appropri- 
ate side  of  the  face  is  prepared  with  a steriliz- 
ing solution.  A special  18  gauge,  thin-wall 
needle  is  passed  from  a point  2 to  3 centimeters 
lateral  to  the  angle  of  the  mouth  in  a direction 
which  is  slightly  medial  to  the  pupil  in  the 
antero-posterior  plane,  and  to  a point  2.5  centi- 
meters anterior  to  the  anterior  wall  of  the 
external  auditory  canal  on  the  zygomatic  arch, 
on  the  lateral  view. 

A gloved  finger  is  placed  in  the  mouth  to 
avoid  perforation  of  the  mucosa  during  pas- 


sage of  the  needle  through  soft  tissues.  The 
patient  is  initially  given  Droperidol  for  seda- 
tion, and  during  the  painful  parts  of  the  pro- 
cedure, multiple  small  doses  of  Fentanyl  are 
administered  intravenously  so  that  the  patient 
may  be  reasonably  comfortable  but  still  awake 
to  cooperate  for  testing  during  the  periods  of 
stimulation.  The  needle  is  advanced  to  the 
lateral  radiographic  landmark,  the  junction  of 
the  petrous  ridge  and  the  clivus.  Figure  I is 
a lateral  view  of  the  skull  of  a patient  with 
the  electrode  in  place.  The  tip  of  the  needle 
is  positioned  just  beyond  the  junction  of  the 
clivus  and  petrous  ridge,  and  the  fine  wire 
electrode  extends  somewhat  further.  On  the 
antero-posterior  view  a point  is  aimed  for 
which  is  approximately  9 millimeters  medial  to 
the  lateral  wall  of  the  internal  auditory  meatus. 
Just  before  penetration  of  the  foramen  ovale, 
additional  Fentanyl  is  given  as  this  part  of  the 
procedure  is  rather  painful.  It  may  be  neces- 
sary to  walk  the  tip  of  the  needle  around  the 
base  in  order  to  find  the  foramen.  Rarely  a 
calcified  petro-alar  ligament  can  prevent  per- 
foration. 


Fig.  1.  Lateral  view  of  the  radiograph  of  the  skull  of 
a patient  shows  placement  of  the  needle  tip  at  the 
junction  of  the  clivus  and  petrous  ridge.  The  electrode 
extends  beyond  into  the  trigeminal  rootlets. 

Occasionally  the  carotid  artery  is  punctured; 
some  operators  prefer  to  discontinue  the  pro- 
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cedure  if  this  is  done;  others  simply  relocate 
the  needle  in  a more  lateral  position  and  con- 
tinue. Once  the  needle  is  passed  through  the 
foramen  ovale  into  the  retro-gasserian  root- 
lets, clear  cerebro-spinal  fluid  is  generally  ob- 
tained. A fine  electrode  is  then  passed  through 
the  needle.  The  electrode  can  be  extended  be- 
yond the  tip  of  the  needle  and  angled  in  all 
directions  to  locate  the  various  rootlets  of  the 
trigeminal  nerve.  Low  voltage  stimulation  then 
allows  identification  of  the  various  divisions. 
The  patient’s  response  to  stimulation  deter- 
mines which  rootlets  are  in  contact  with  the 
electrode. 

It  is  generally  planned  to  coagulate  the  divi- 
sion in  which  the  patient  has  the  trigeminal 
neuralgia;  however,  frequently  more  than  one 
division  is  involved.  It  is  desirable  to  spare  the 
ophthalmic  division,  and  this  can  usually  be 
done  by  careful  testing  of  the  patient  with 
stimulation  and  by  making  graded  lesions  in 
the  rootlets.  Indeed,  it  has  been  possible  to 
produce  some  hypalgesia  in  the  ophthalmic  di- 
vision and  still  preserve  the  corneal  and  ciliary 
reflexes.  Once  the  proper  rootlet  has  been  se- 
lected and  identified  for  coagulation,  radiofre- 
quency current  is  passed  through  the  same 
electrode  to  destroy  the  root.  The  pain  carry- 
ing C fibers  are  more  sensitive  to  heat,  allow- 
ing preservation  of  light  touch  sensation  by 
controlling  the  lesions.  Once  the  lesion  is 
made,  the  needle  and  electrode  are  withdrawn 
and  the  patient  returned  directly  to  the  ward. 

Results 

Although  the  period  of  follow-up  is  no 
more  than  a year,  all  patients  have  been  given 
relief  of  pain  without  recurrence.  There  have 
been  no  deaths.  Morbidity  has  consisted  of 
corneal  anesthesia  in  three  patients,  one  of 
whom  had  ophthalmic  division  neuralgia  ne- 
cessitating coagulation  of  the  first  division. 
This  patient  was  debilitated  by  multiple  scle- 
rosis, could  not  properly  care  for  her  eye,  and 
had  a tarsorrhaphy  done.  One  patient,  who 
had  had  a previous  intracranial  nerve  section, 
developed  anesthesia  dolorosa,  a bothersome 
dysesthesia  occasionally  associated  with  incom- 
plete loss  of  sensation.  Some  degree  of  light 


touch  sensation  was  preserved  in  all  patients. 
There  were  no  cases  of  facial  paralysis.  The 
usual  length  of  hospital  stay  was  two  days; 
several  patients  were  discharged  the  same  day 
of  surgery.  One  patient  had  a longer  hospital 
stay  for  pre-operative  special  procedures  to 
clarify  the  diagnosis. 

Discussion 

For  many  years  radiofrequency  lesions  have 
been  used  for  percutaneous  cordotomy  and 
the  application  of  this  easily  controlled  lesion- 
making system  to  the  treatment  of  trigeminal 
neuralgia  has  been  a significant  contribution. 
The  procedure  itself  carries  essentially  no 
mortality  or  morbidity  outside  of  the  deficit 
in  facial  sensation  created  by  the  rhizotomy. 
Trigeminal  neuralgia  ordinarily  afflicts  people 
in  the  older  age  groups  and  many  patients 
eighty  or  ninety  years  of  age  have  had  this 
procedure  done.  The  morbidity  of  an  open 
operation  is  great  in  patients  in  this  older  age 
group,  and  there  is  a real  danger  of  facial  pa- 
ralysis due  to  traction  on  the  greater  super- 
ficial petrosal  nerve  during  the  dissection. 
With  the  percutaneous  operation  there  is  lit- 
erally no  danger  of  facial  paralysis. 

Since  the  lesion  is  made  behind  the  Gasse- 
rian ganglion,  regeneration  of  the  nerve  root 
should  not  occur,  and  a permanent  cure  is 
expected  in  most  patients.  Occasionally,  how- 
ever, the  initial  lesion  is  too  small  to  control 
pain,  and  the  patient  may  need  a second  pro- 
cedure. This  most  often  occurs  if  the  patient’s 
response  to  stimulation  is  unsatisfactory  and 
is  usually  related  to  some  clouding  of  con- 
sciousness by  the  sedatives  or  analgesics  used 
during  the  procedure.  Nonetheless,  the  pro- 
cedure is  easy  enough  that  the  possibility  of 
the  need  for  a secondary  procedure  is  really  no 
great  disadvantage.  Most  patients  express  that 
they  would  gladly  have  the  operation  again 
to  control  their  pain.  When  the  ophthalmic 
division  must  be  treated,  it  is  probably  prefer- 
able to  make  an  incomplete  initial  lesion  and 
then  re-do  it  if  the  pain  recurs. 
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Summary 

Trigeminal  neuralgia  can  be  effectively 
treated  by  percutaneous  radiofrequency  coag- 
ulation of  selected  retro-gasserian  rootlets. 
The  procedure  may  be  done  even  in  debili- 
tated patients  and  requires  generally  only  one 
day’s  stay  in  the  hospital.  There  is  no  danger 
of  facial  paralysis  with  the  procedure.  Occa- 
sionally a larger  lesion  need  be  made;  however, 
a permanent  cure  of  the  trigeminal  neuralgia 
should  be  expected  since  the  lesion  is  made  be- 
hind the  Gasserian  ganglion.  Details  of  the 
procedure  are  described. 
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Health  Claims  for  Green  and  Blue  Eggs. 


Believe  it  or  not— there  is  a breed  of  chicken 
that  lays  its  own  colored  Easter  eggs,  in  colors 
ranging  from  medium  blue  to  medium  green. 
These  are  a breed  of  South  American  chickens 
known  as  aracuna.  And  they  actually  do  lay 
colored  eggs. 

Some  claims  have  recently  been  made  that 
the  aracuna  eggs  are  better  for  the  diet  than 
regular  eggs,  but  these  claims  have  not  been 
substantiated,  says  a communication  in  the 
March  10  issue  of  the  Journal  of  the  American 
Medical  Association. 

The  report  cites  a study  by  the  Iowa  State 
College  Department  of  Poultry  Science  for  the 
American  Egg  Board  which  indicates  that  the 


color  of  the  egg  shell  does  give  some  indica- 
tion of  its  cholesterol  content.  The  dark  shell 
eggs  have  slightly  higher  cholesterol  content. 

The  JAMA  report  also  pointed  out  that 
eggs  with  a slightly  higher  polyunsaturated 
fatty-acid  content  have  been  produced  in  the 
United  States  by  hens  fed  diets  containing 
polyunsaturated  vegetable  oils.  Certain  health 
claims  have  been  made  for  these  eggs,  but  ac- 
tually they  aren’t  very  much  different  from 
regular  eggs,  says  the  communication. 

The  report  is  by  Herman  Louise  Dillon, 
M.S.,  of  the  AMA’s  Department  of  Foods  and 
Nutrition. 
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Non-Atheromatous  Vascular  Disease  of 
the  Central  Nervous  System 


A.  R.  COPPOLA,  M.D. 
Newport  News,  Virginia 


Atheromatous  lesions  of  the  ca- 
rotid and  vertebro-basilar  circu- 
lation are  well  recognized  in  pro- 
duction of  transient  ischemic  at- 
tacks. Several  lesser  known  non- 
atheromatous  lesions  producing 
a similar  symptomatology  are 
discussed. 

URGICAL  TREATMENT  of  atheroma- 
tous lesions  involving  the  extracranial  cir- 
culation and  rarely  the  intracranial  circulation 
is  now  well  documented  in  medical  literature. 
Patients  so  afflicted  and  often  suffering  from 
so-called  “transient  ischemic  attacks”  have 
benefited  from  arteriographic  delineation  of 
their  problem  and  appropriate  surgical  treat- 
ment. Several  conditions,  however,  in  which 
atheromatous  disease  plays  no  part  may  well 
be  worth  calling  to  the  attention  of  practition- 
ers of  medicine.  This  article  will  concern  it- 
self with  three  conditions:  1.  hypoplasia  of 
the  internal  carotid  artery;  2.  neurological  syn- 
dromes occurring  in  patients  receiving  syn- 
thetic steroids,  and  3.  fibromuscular  dysplasia, 
intracranial  and  extracranial. 

In  1965,  Tharp,  et  al,1  reported  two  cases 
of  cerebral  ischemia  resulting  from  hypoplasia 
of  the  internal  carotid  artery.  The  first  case 
was  that  of  a 37  year  old  housewife  who  com- 
plained of  transient  speech  disturbance  and 
recurrent  numbness  of  the  right  side  of  the 
body.  Her  illness  was  preceded  by  left  frontal 
headache,  and  a later  transient  episode  while 
driving  her  car  of  slight  confusion,  decreased 
auditory  acuity,  and  transient  numbness  of 


the  right  arm  and  face.  Her  symptoms  cleared 
within  a few  minutes  but  when  seen  by  her 
physician  later  that  day,  she  was  found  to  have 
a residual  right  facial  weakness.  At  the  time 
of  admission  the  neurologic  examination  was 
normal.  A left  carotid  arteriogram  showed 
progressive  narrowing  of  the  internal  carotid 
artery  up  to  the  base  of  the  skull,  shortly  af- 
ter take-off  of  the  internal  carotid  from  the 
common  carotid  artery.  A preoperative  diag- 
nosis of  extensive  atheromatous  disease  of  the 
internal  carotid  artery  was  made  but  at  opera- 
tion a very  hypoplastic  internal  carotid  artery 
without  other  abnormality  was  found.  She 
was  treated  postoperatively  with  dicumarol. 
The  second  patient  reported  bv  Tharp  was  a 
37  year  old  female  bookkeeper  who  had  sud- 
den onset  of  numbness  of  her  left  arm  three 
weeks  prior  to  admission  which  cleared  in  a 
few  minutes,  and  one  week  later  transient 
numbness  involving  the  entire  left  side  of  her 
body.  Examination  revealed  a bruit  over  the 
left  carotid  artery.  Retrograde  right  brachial 
arteriography  showed  complete  occlusion  of 
the  lumen  of  the  right  internal  carotid  artery 
a few  cms.  distal  to  the  bifurcation,  a marked 
dilatation  of  the  carotid  artery  just  above  the 
bifurcation  and  only  a thread-like  column  of 
contrast  media  as  far  as  the  base  of  the  skull. 
Surgical  exploration  revealed  marked  concen- 
tric narrowing  of  the  internal  carotid  artery  to 
a diameter  of  2 mm.  without  evidence  of  in- 
flammatory or  atherosclerotic  disease.  Fisher2 
in  1960  reported  two  cases  of  hypoplasia  in  the 
internal  carotid  artery  who  developed  intra- 
cerebral and  subarachnoid  hemorrhage.  Au- 
topsy examination  revealed  a narrowed  lumen 
with  marked  subintimal  fibrous  proliferation 
and  atrophic  media  with  fairly  well  preserved 
elastica.  The  intracranial  hemorrhages  were 
thought  to  arise  from  anastomotic  arteries 
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which  were  thin-walled  and  fragile  and  arising 
from  anterior  and  middle  cerebral  arteries 
which  also  had  associated  occlusive  changes. 
Agenesis  of  the  internal  carotid  artery  can  also 
occur  occasionally.3  On  the  basis  of  his  two 
reported  cases  Tharp  concluded  that  the  uni- 
lateral involvement  of  the  internal  carotid  ar- 
teries did  not  represent  an  isolated  arteritis  or 
granulomatous  vascular  disease  such  as  may  be 
seen  in  Takayasu’s  disease.4  Tharp  suggested 
that  embryologic  development  failure  might 
explain  the  hypoplastic  internal  carotid  arteries 
found  in  his  two  patients,  the  dorsal  aortic 
root  on  one  side  failing  to  reach  normal  size 
or  decreasing  in  size  after  reaching  full  devel- 
opment.5 In  1968,  Lhermitte6  reported  a case 
of  hypoplasia  of  the  internal  carotid  artery 
associated  with  subarachnoid  hemorrhage  sec- 
ondary to  ruptured  aneurysm  with  autopsy 
findings  in  a 63  year  old  woman.  In  his  article 
Lhermitte  reviewed  the  literature  and  postu- 
lated further  that  there  appeared  to  be  three 
types  of  intracranial  vascular  anomaly  associ- 
ated with  hypoplasia  of  the  internal  carotid 
artery: 

1.  Arterial  anomalies  of  the  Circle  of  Wil- 
lis. The  blood  supply  to  the  middle  and  an- 
terior cerebral  arteries  on  the  side  of  the  hypo- 
plastic internal  carotid  artery  is  assured  either 
by  the  basilar  artery  trunk  or  by  the  internal 
carotid  artery  on  the  opposite  side. 

2.  There  may  be  aneurysms  related  to  the 
Circle  of  Willis.  Discovery  of  a hypoplastic 
internal  carotid  artery  may  well  be  enhanced 
by  the  subarachnoid  hemorrhage  resulting 
from  aneurysms  in  these  patients. 

3.  Dilated  vascular  channels  constitute  a 
third  type  of  associated  intracranial  vascular 
anomaly.  In  Fisher’s  cases  the  source  of  the 
hemorrhage  corresponded  in  one  case  to  a 
transcerebral  anastomosis  between  the  pos- 
terior choroidal  artery  and  the  posterior  pa- 
rietal branch  of  the  middle  cerebral  artery  and 
in  the  other  to  abnormally  develop  sub- 
arachnoid anastomoses. 

Ischemic  episodes  which  may  occur  in  pa- 
tients with  hypoplasia  of  the  internal  carotid 
artery  are  less  readily  explained  than  the  hem- 
orrhagic complications  which  result  from  rup- 


ture of  an  associated  aneurysm  or  abnormal 
anastomotic  channels.  Lhermitte’s  patient  ex- 
hibited a right  hemiplegia  seven  days  after  on- 
set of  the  illness  and  during  or  immediately 
after  the  first  carotid  arteriogram.  Cerebral 
infarction  involving  the  territory  of  the  mid- 
dle and  anterior  arteries  found  at  autopsy  may 
not  have  been  the  direct  result  of  the  arterial 
anomalies  but  due  to  an  ischemic  episode 
which  occurred  following  rupture  of  an  aneu- 
rysm. In  some  instances  hypoplasia  of  the  in- 
ternal carotid  artery  may  be  the  result  of  oc- 
clusion in  early  life.  In  two  of  Fisher’s  cases  it 
was  noted  that,  on  the  side  of  the  hypoplastic 
internal  carotid  artery,  the  common  carotid 
artery  was  also  smaller  than  that  on  the  oppo- 
site side,  and  there  also  existed  abnormal  intra- 
cranial anastomotic  channels. 

In  1966  Shafey  and  Scheinberg7  reported  six 
cases  of  neurologic  deficit  of  significant  pro- 
portion occurring  in  women  using  the  oral 
contraceptives.  They  reported  five  cases  of  I. 
occlusive  cerebral  arterial  disease  (age  of  the 
patients  ranging  from  20-38  years)  and  II.  one 
case  of  cortical  vein  thrombosis  (age  29  years). 
Angiographic  studies  were  performed  in  all 
cases.  All  patients  in  group  I survived  while 
the  single  patient  in  group  II  (cortical  vein 
thrombosis)  succumbed  after  craniotomy  for 
intracerebral  hematoma,  death  occurring  after 
gangrene  of  both  lower  extremities  due  to 
thrombosis  of  iliac  veins  and  arteries.  In  re- 
viewing the  literature  the  authors  pointed  out 
that  the  occurrence  of  cerebrovascular  disor- 
ders in  young  women  on  oral  contraceptives 
was  recorded  by  Lorentz8  as  early  as  1962,  and 
that  Nevin9  in  1965  had  reported  death  in  a 
35  year  old  woman  resulting  from  cerebral  in- 
farction due  to  carotid  artery  thrombosis  in 
the  neck.  The  occurrence  of  cortical  vein 
thrombosis  in  young  women10  is  an  especial 
complication  of  oral  contraceptives  during  the 
postpartum  period.  Although  the  occurrence 
of  cerebro-vascular  disasters  in  young  women 
taking  oral  contraceptives  may  be  statistically 
insufficient  of  proof,  Shafey  and  Scheinberg 
advised  that  oral  contraceptives  should  be  ad- 
ministered with  caution  under  the  following 
conditions:  1.  hypertension;  2.  history  of  re- 
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current  vascular  headaches;  3.  history  of  Ray- 
naud’s or  other  vasospastic  phenomena;  4.  his- 
tory of  occlusive  arterial  disease  and  5.  epilep- 
sy. In  1973  Okawara  and  Calkins11  reported 
two  cases  ol  cerebral  arterial  occlusive  disease 
in  two  white  women  (ages  39  and  25)  with 
telangiectasia  associated  with  oral  contracep- 
tives. They  indicated  that  the  course  of  the 
disease  may  be  slow  but  progressive,  and  asso- 
ciated with  progressive  occlusion  in  the  supra- 
clinoid  portion  of  the  internal  carotid  artery 
and  that  the  disease  might  be  the  result  ol  the 
prolonged  use  of  oral  contraceptives.  They 
stressed,  as  had  others  previously,  that  oral 
contraceptives  had  been  shown  to  increase 
blood  coagulability,  factor  VII  and  X levels, 
and  plasma  triglyceride  concentration. 

In  1908  Takayasu,12  a Japanese  ophthal- 
mologist, first  reported  a syndrome  charac- 
terized by  occlusion  of  the  main  arterial  trunks 
from  the  aortic  arch,  subsequently  described 
under  a variety  of  terms  perhaps  the  most 
common  of  which  is  the  term  “pulseless  dis- 
ease”. In  1957  Warren  and  Triedman13  re- 
ported successful  operation  upon  two  such 
patients  by  endarterectomy  with  restoration 
of  continuity  of  main-stream  arterial-blood 
supply  to  the  brain.  They  subdivided  the  syn- 
drome into  three  main  categories:  1.  central 
nervous  system,  2.  eyes,  3.  extremities.  They 
made  particular  note  of  the  syndrome  of  ca- 
rotid artery  thrombosis  without  involvement 
of  the  subclavian  vessels  as  demonstrated  angi- 
ographically  in  101  cases  reported  by  Johnson 
and  Walker.14  In  1965  Connett  and  Lansche15 
reported  a case  of  fibromuscular  hyperplasia 
of  the  internal  carotid  artery  pointing  out  that 
there  was  no  reason  why  the  syndrome  should 
not  involve  arteries  other  than  those  to  the 
kidneys  as  had  heretofore  been  described.16 
In  their  report  of  the  patient,  a 34  year  old 
housewife,  they  went  on  to  state  “it  is  unfor- 
tunate that  this  patient  had  no  preceding  neu- 
rologic changes  that  could  be  classified  as 
small  strokes.  If  fibromuscular  hyperplasia  of 
the  carotid  arteries  proves  to  be  frequent,  and 
if  this  case  is  characteristic  of  the  clinical 
course  of  this  disease,  then  the  prevention  of 
major  cerebral  thrombosis  will  be  difficult 


indeed.”  In  1968  Houser  and  Baker17  re- 
ported on  a review7  of  over  5 000  cerebral  angi- 
ograms Irom  the  Mayo  Clinic,  collecting  16 
cases  ol  fibromuscular  dysplasia.  Subarachnoid 
hemorrhage  with  rupture  of  an  intracranial 
aneurysm  was  lound  in  tour  patients  who  had 
fibromuscular  dysplasia;  other  intracranial  ab- 
normalities found  in  the  bases  of  fibromuscu- 
lar dysplasia  by  these  authors  were  three  gli- 
omas ox  the  brain,  one  glioma  and  aneurysm, 
two  post-traumatic  cerebral  edema,  one  sub- 
dural hematoma,  and  one  cerebral  intact  due 
to  occlusion  of  a branch  of  the  middle  cere- 
bral artery.  These  same  authors  point  out  the 
occurrence  of  mural  microaneurysms  occur- 
ring in  patients  with  fibromuscular  dysplasia 
and  that  these  are  due  to  areas  of  destruction 
and  fragmentation  of  the  media  alternating 
with  rings  of  hyperplasia  of  the  fibrous  and 
muscular  elements  in  the  arterial  wall.  The 
angiographic  “string  of  beads”  considered  to 
be  quite  pathognomonic  of  fibromuscular  dys- 
plasia was  described  in  the  renal  arteries  by 
Boyd  and  Lewis,18  and  Leadbetter  and  Burk- 
land13  in  1938.  An  unusual  and  remarkable 
article  was  that  of  Taveras20  in  his  Caldwell 
lecture  to  the  American  Roentgen  Ray  Socie- 
ty in  1968  titled  “Multiple  progressive  intra- 
cranial arterial  occlusions:  a syndrome  of  chil- 
dren and  young  adults”  and  in  which  he  con- 
cluded that  the  cases  described  “represent  ex- 
amples of  a cerebral  vascular  occlusive  syn- 
drome w'hich  is  different  from  the  bilateral 
carotid  artery  occlusions  secondary  to  athero- 
sclerosis usually  encountered  in  the  later  dec- 
ades of  life.”  Claiborne21  and  Elias22  in  1971 
described  two  additional  cases  of  fibromuscu- 
lar hyperplasia  in  the  ensuing  years  with  death 
in  the  one  instance  and  recovery  in  the  other. 
Rather  complete  clinical  data,  angiographic 
studies,  and  necropsy  findings  w'ere  reported 
by  Pollock  and  Jackson23  in  a case  of  fibro- 
muscular hyperplasia  occurring  in  a 52  year 
old  patient  and  a similar  case  report  based  on 
clinical  history  and  angiographic  findings  with 
recovery  of  a 19  year  old  male  was  reported 
by  Isone,  ct  al.,24  in  1972.  An  unusual  feature 
of  these  last  two  cases  is  the  occurrence  of 
fibromuscular  dysplasia  in  males,  since  approx- 
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imately  85%  of  reported  cases  have  occurred 
in  females. 

Summary 

A review  of  the  literature  embracing  a dis- 
cussion of  the  principal  entities  of  hypoplasia 
of  the  internal  carotid  artery,  thrombo-em- 
bolic  episodes  involving  intracranial  vessels 


associated  with  the  use  of  oral  contraceptives, 
and  the  syndrome  of  FMD  (fibromuscular 
dysplasia  affecting  cervical  carotid  and  intra- 
cranial vessels)  has  been  presented. 

A list  of  references  may  be  obtained  from  au- 
thors. 

338  Main  Street 

Newport  News,  Virginia  23601 


Is  Dog  Food  Harmful? 


The  controversy  over  whether  humans  are 
eating  dog  and  cat  food,  and  whether  these 
pet  foods  contain  harmful  amounts  of  lead, 
continues  in  articles  in  the  February  3 issue  of 
the  Journal  of  the  American  Medical  Associa- 
tion. The  controversy  began  last  year  with  a 
U.S.  Senate  Report  on  Nutrition  and  Human 
Needs,  which  alleged  that  pet  foods  are  con- 
sumed by  humans. 

A research  group  from  the  Connecticut 
Agricultural  Experiment,  New  Haven,  report 
that  samples  of  canned  cat  and  dog  foods  an- 
alyzed in  their  laboratory  contained  lead  in 
toxic  quantities.  “The  finding  that  canned  pet 
foods  contain  considerable  amounts  of  lead  is 
important,  since  it  has  been  alleged  that  some 
of  these  products  are  used  for  human  consump- 
tion.” 

The  lead  probably  comes  from  organ  meats 
used  in  the  manufacture  of  pet  foods.  The 
researchers  also  found  lead  in  some  food  prod- 
ucts made  for  humans,  particularly  liverwurst. 

The  report  is  by  Lester  Hankin,  Ph.D.; 
Gary  H.  Heichel,  Ph.D.,  and  Richard  A.  Bots- 
ford. 


The  same  issue  of  the  Journal  carries  a rebut- 
tal article  by  Robert  H.  Wilbur,  Ph.D.,  of  the 
Pet  Food  Institute,  Washington,  D.C. 

Dr.  Wilbur  challenges  the  allegation  that 
humans  are  eating  pet  foods,  saying  that  this  is 
“based  on  a mistaken  repetition  of  a mistaken 
previous  report— repeated  in  each  case  without 
any  attempt  to  check  back  with  the  supposed 
source  of  the  information,  Dr.  Michael  Jacob- 
son of  the  Center  for  Science  in  the  Public  In- 
terest, Washington. 

“Not  only  does  Dr.  Jacobson  disown  the 
statement,  but,  even  more  important,  he  states 
that  the  Center  has  no  information,  documen- 
tation, or  other  evidence  to  back  it  up.” 

Dr.  Wilbur  reports  that  sales  of  canned  dog 
food  actually  have  decreased  in  the  past  year. 
He  also  reports  that  the  pet  food  manufacturers 
maintain  large  test  kennels  where  animals  on 
pet  food  diets  are  regularly  examined.  “The 
extensive  records  of  these  kennels  show  no 
indication  of  lead  poisoning  in  these  test  ani- 
mals.” 
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Syncope  During  the  Removal  of  Corneal  Foreign  Body 


The  occurrence  of  vasodepressor 
syncope,  during  the  removal  of  a 
corneal  foreign  body,  is  reported. 

SYNCOPE  comprises  an  abrupt  onset  of 
impairment  of  consciousness  with  gen- 
eralized weakness  of  muscles.  The  other  fea- 
tures are  a feeble  pulse,  very  low  blood  pres- 
sure, almost  imperceptible  respiration,  and 
the  striking  pallor  of  skin  with  cold  perspira- 
tion. The  unconsciousness,  along  with  these 
features,  almost  simulates  death.  There  are  no 
convulsions,  but  in  rare  instances  there  might 
be  a few  clonic  jerks  of  limbs.  The  sphincter 
control  is  not  lost.  The  abrupt  onset  and  very 
brief  duration  with  complete  recovery  dif- 
ferentiate it  from  episodic  coma  resulting  from 
other  causes. 

The  attacks  of  syncope  result  from  transient 
cerebral  anoxia  which  may  be  caused  by  both 
pathophysiologic  and  psychologic  factors 
through  vasodepressor  action.  The  syncope 
may  be  a symptom  of  various  circulatory, 
cardiac,  and  cerebral  disturbances  in  older  pa- 
tients, but  in  younger  and  otherwise  healthy 
individuals  the  most  common  type  is  so-called 
vasodepressor  syncope.  The  attacks  almost 
always  take  place  in  upright  position  and  may 
be  precipitated  by  any  strong  emotional  ex- 
perience, loss  of  blood,  excessive  fatigue,  or 
fear.  The  syncope  of  psychogenic  origin  is  a 
lack  of  strenuous  muscular  activity.  There  is 
sudden  pooling  of  blood  in  the  muscles  with 
inadequate  venous  return.  This  leads  to  a 
sudden  decline  in  the  cerebral  blood  flow  and 
hence  the  loss  of  consciousness.  It  is  hard  to 
find  any  detailed  reports  of  vasodepressor  syn- 
cope in  ophthalmic  literature  in  relation  to 

From  Ophthalmology  Department,  Norton 
Community'  Hospital. 


KHAL1D  J.  A WAN,  M.D. 

Norton,  Virginia 

minor  procedures,  e.g.  removal  of  superficial 
corneal  foreign  body  under  the  slit  lamp. 

Case  Report 

D.M.,  a 27  year  old  white  male,  was  a re- 
ferral from  the  out-patient  department  of 
Norton  Community  Hospital.  The  day  be- 
fore his  visit,  a piece  of  metal  flew  into  his 
right  eye  while  he  was  grinding.  On  exami- 
nation a superficial  small  foreign  body  was 
seen  at  3 o’clock  position  in  the  mid  cornea. 
Slit  lamp  examination  revealed  moderate 
amount  of  cellular  infiltration  in  the  super- 
ficial layers  of  stroma  of  the  cornea  around 
the  foreign  body.  The  vision  in  the  right  eye 
was  20/30  and  20/20  in  the  left  eye.  The  re- 
moval of  this  foreign  body  was  carried  out 
with  the  tip  of  a sterile  hypodermic  needle 
under  the  slit  lamp.  One  drop  of  0.5%  solu- 
tion of  Proparacaine  was  used  as  topical  anes- 
thesia for  this  procedure.  Suddenly,  at  the 
conclusion  of  this  procedure,  the  patient  fell 
back  from  the  chin  rest  into  the  chair.  His 
face  became  extremely  pale  and  beads  of  cold 
perspiration  appeared  on  his  forehead.  His 
pulse  was  very  feeble  and  respiration  was  so 
imperceptible  that  it  was  difficult  to  believe 
he  had  not  succumbed.  The  systolic  blood 
pressure  was  only  80.  The  patient  was  imme- 
diately placed  in  horizontal  supine  position 
with  the  head  lower  than  the  body.  All  the 
clothes  around  his  neck  and  chest  were  loos- 
ened, and  a sponge  soaked  in  Methylated  spirit 
was  placed  near  his  nose.  Before  any  other 
emergency  procedure  could  be  carried  out  the 
patient  started  recovering  consciousness.  His 
color,  pulse,  and  respiration  improved  great- 
ly. Within  two  minutes  the  patient  regained 
consciousness  completely. 

Discussion 

An  unexpected  attack  of  syncope  in  an 
otherwise  healthy  patient  is  quite  an  alarming 
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experience  for  any  young  physician  who  faces 
this  situation  for  the  first  time.  Since  the  above 
incidence,  I have  seen  three  similar  cases  over 
the  period  of  one  year.  All  of  these  patients 
were  young  and  healthy  males.  None  of  them 
had  any  past  history  of  any  organic  disease 
or  epilepsy.  However,  on  leading  interroga- 
tion one  of  them  mentioned  that  several  years 
ago  while  in  military  service,  he  used  to  get 
“passing  out”  spells  but  had  been  totally  free 
from  them  since  he  left  the  service.  The  de- 
gree of  the  loss  of  consciousness  varied  from 
mild  with  sudden  weakness  to  total  uncon- 
sciousness. Only  one  of  these  patients  had 
several  clonic  jerks  of  his  arms  and  legs.  These 
clonic  jerks  were  so  sudden  that  he  almost 
knocked  the  slit  lamp  off  the  stand.  In  all  of 
these  patients,  their  attacks  were  completely 
relieved  in  just  a few  minutes  with  simple 
care  of  placing  them  in  supine  position  with 
the  head  lower  and  loosening  their  clothes 
around  the  neck  and  chest.  The  patients  were 
allowed  to  leave  only  when  it  was  made  sure 
that  they  had  fully  regained  their  conscious- 
ness and  strength.  The  possibility  of  reaction 
to  topical  anesthetic  agent  was  also  consid- 
ered, and  it  was  felt  that  it  was  not  the  cause. 
The  hazards  of  topical  anesthesia  are  strictly 
dosage  related  and  are  due  to  rapid  absorption 
of  the  drug  into  the  vascular  system.  Since 
the  amount  of  topical  anesthetic  agent  used  is 
almost  negligible,  the  adverse  reactions  are 
virtually  nonexistant  after  topical  ocular  anes- 
thesia. It  is  easily  possible  to  mistake  a syn- 
cope for  drug  reaction,  and  Havner  reports  a 
case  of  fainting  in  anticipation  of  tonometry. 
Adriani  and  Campbell  have  written  in  detail 
about  the  toxicity  of  topical  anesthesia.  Their 
reports  are  based  on  the  use  of  extremely  large 
amounts  of  topical  anesthetic  agents  used  in 
the  procedure  of  endoscopy  rather  than  very 
small  amounts  used  in  ophthalmology. 

Their  report  is  based  on  Tetracaine,  where- 
as in  above  patients  Proparacaine  was  used. 
It  has  been  reported  that  Proparacaine  is  less 
toxic  than  Tetracaine.  However,  the  toxic 
dose  of  Tetracaine  when  used  as  topical  anes- 
thetic is  about  30-50  mgs.  and  the  amount  of 
Proparacaine  used  in  the  above  cases  was  less 


than  even  1 % of  this.  Although  some  authori- 
ties regard  Proparacaine  as  an  extremely  toxic 
drug,  the  quantity  used  in  ocular  topical  anes- 
thesia is  in  no  way  toxic.  It  was  decided  that 
idiosyncracy  did  not  play  any  role  in  the 
above  attacks  of  syncope.  Two  of  the  above 
patients  were  seen  again  and  Proparacaine 
0.5%  solution  was  used  for  tonometry  without 
any  untoward  reaction.  The  vasodepressor 
syncope  should  be  differentiated  from  hys- 
terical fainting  by  the  fact  that  autonomic 
nervous  system  function  is  not  altered  and  the 
patient’s  pulse  and  color  of  skin  is  not  changed. 

Conclusion 

In  the  light  of  the  above  experience  it  is 
felt  that  every  physician  should  be  aware  of 
the  possibility  of  sudden  syncopy  as  a com- 
plication of  the  removal  of  corneal  foreign 
body  under  the  slit  lamp.  As  vasodepressor 
syncope  occurs  in  upright  position,  it  is  sug- 
gested that  if  any  such  possibility  is  suspected, 
the  removal  of  foreign  body  be  carried  out 
while  the  patient  is  lying  down  on  the  table. 
This  can  very  easily  be  performed  by  the 
operating  microscope.  The  patient  should  be 
interrogated  for  any  past  experiences  of  faint- 
ing spells  before  the  removal  of  foreign  body 
is  undertaken.  It  is  also  good  to  instruct  pa- 
tients not  to  hold  their  breath  while  under  the 
slit  lamp  because  Valsalva’s  maneuver  can  also 
trigger  attacks  of  syncope.  If  one  is  faced 
w’ith  an  attack  of  syncope  it  is  desirable  that 
a thorough  investigation  with  the  help  of  an 
internist  be  carried  out  in  older  patients  to 
rule  out  organic  disease.  However,  in  the  case 
of  a young  healthy  individual  where  a vaso- 
depressor reaction  is  feared  or  actually  oc- 
curs the  therapy  outlined  earlier  in  this  article 
should  be  followed. 

Summary 

The  occurrence  of  vasodepressor  syncope 
during  the  removal  of  corneal  foreign  body 
was  reported  herein.  The  possibilities  of  such 
occurrences  were  discussed.  Precautionary 
measures  and  management  of  vasodepressor 
syncope  were  given. 
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NOTE: 

Since  the  preparation  of  this  manuscript  another 
similar  case  was  seen  in  a 28  year  old  white  male. 

Norton  Community  Hospital 
Norton,  Virginia  24213 


Vitamin  C Will  Not  Prevent  Colds. 


Vitamin  C will  not  prevent  or  cure  the 
common  cold.  Further,  it  has  not  been  proved 
that  massive  doses  of  Vitamin  C are  safe.  And 
even  if  Vitamin  C did  prevent  or  reduce  the 
discomfort  of  colds,  it  would  be  necessary  to 
take  two  capsules  or  tablets  three  times  a day 
for  the  rest  of  one’s  life  to  make  it  work. 

These  are  the  conclusions  of  two  reports  in 
the  March  10  issue  of  the  Journal  of  the  Amer- 
ican Medical  Association. 

The  newest  of  many  studies  of  Vitamin  C 
as  a possible  cold  preventive  was  conducted 
among  several  hundred  employes  of  the  Na- 
tional Institutes  of  Elealth,  the  federal  govern- 
ment’s medical  research  unit  at  Bethesda,  Md. 
Half  took  regular  doses  of  Vitamin  C for  nine 
months.  The  other  half  took  regular  doses  of 
a placebo,  a harmless  but  useless  substance. 

The  result:  “The  effects  of  ascorbic  acid 
(Vitamin  C)  on  the  number  of  colds  seem  to 
be  nil,  and  the  effects  on  severity  (of  the 
colds)  are  clinically  insignificant.” 


Another  communication  in  JAMA  is  a re- 
view of  all  pertinent  scientific  studies  con- 
ducted for  more  than  30  years  on  Vitamin  C 
and  the  common  cold. 

The  review  article  finds:  “Little  convincing 
evidence  to  support  claims  of  clinically  impor- 
tant efficacy.”  Most  of  the  studies  used  to 
support  such  claims  suffer  from  one  or  more 
important  defects,  that  are  particularly  serious 
because  the  evaluation  depended  on  the  pa- 
tients own  reports  of  their  condition  or  the 
judgment  of  the  investigator  rather  than  on 
measurable  factors. 

The  NIH  study  was  conducted  by  Thomas 
R.  Karlowski,  M.D.,  Thomas  C.  Chalmers, 
M.D.,  Lawrence  D.  Frenkel,  M.D.,  Albert  Z. 
Kapikian,  M.D.,  Thomas  L.  Lewis,  M.D.,  and 
John  AL  Lynch,  ALD. 

The  review  article  is  by  Alichael  H.AL 
Dykes,  M.D.,  a senior  scientist  in  the  AAlA’s 
Department  of  Drugs,  and  Paul  Aleier,  Ph.D., 
of  the  University  of  Chicago. 
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Hospital  Satellite  Clinics:  Promise  or  Threat? 


The  satellite  program  offers  an 
opportunity  to  develop  strong 
links  to  patients  in  a distant  com- 
munity and  increase  the  likeli- 
hood that  they  will  use  the  parent 
hospital  when  they  need  inpa- 
tient care. 

Traditionally  hospitals  have  served 

primarily  as  a source  of  inpatient  care. 
They  provide  the  necessary  equipment  and 
round-the-clock  supervision  for  patients  need- 
ing more  than  ambulatory  or  home  visit  care. 
As  such,  hospitals  provide  a workshop  in 
which  physicians  can  employ  the  latest  tech- 
nology for  diagnosis  and  treatment  of  pa- 
tients. They  serve  as  institutional  allies  in  the 
provision  of  needed  services.  Physicians  have 
traditionally  provided  the  outpatient  care, 
while  hospitals  were  primarily  used  for  in- 
patients. 

In  recent  years,  this  division  of  responsibil- 
ity has  gradually  been  eroded  by  increasing 
utilization  of  hospitals  as  sources  of  specialized 
care  in  outpatient  clinics  and  after-hours  care 
in  emergency  rooms.  This  erosion  has  not 
been  necessarily  a problem,  and  in  most  cases, 
the  hospitals’  incursions  have  been  welcomed. 
The  outpatient  clinic  provides  a source  of 
specialized  care  to  which  the  family  physician 
or  other  independent  practitioner  can  refer 
patients  when  necessary.  The  hospital  emer- 
gency room  provides  complex  equipment  and 
specialized  manpower  for  treatment  of  emer- 
gencies and  serves  as  a source  of  non-urgent 
medical  care  for  many  people  who  have  no 
family  physician  or  when  physicians  are  not 
available  on  evenings  or  week-ends. 


ROBIN  E.  AlacSTRAVIC,  Ph.D. 

Richmond,  Virginia 

Lately,  hospitals  have  begun  to  develop  new 
approaches  to  the  delivery  of  outpatient  care. 
A number  of  hospitals  have  developed  pri- 
mary care  services  in  satellite  ambulatory  care 
programs.  These  programs  differ  in  two  ways 
from  past  outpatient  or  emergency  programs. 
One,  they  are  specifically  aimed  at  providing 
primary  medical  care,  rather  than  specialized 
or  emergency  care.  Two,  they  function  dur- 
ing normal  physician  office  hours  and  tend  to 
charge  roughly  the  same  as  a physician  office 
visit  rather  than  the  typically  high  fees  for 
emergency  room  care.  As  a result,  where  spe- 
cialized outpatient  and  emergency  room  pro- 
grams complement  the  care  provided  by  inde- 
pendent physicians,  the  hospital  satellite  pri- 
mary care  programs  may  compete. 

It  can  be  argued  that  hospitals  have  only 
developed  primary  care  programs  in  areas 
where  there  were  little  or  no  private  physi- 
cians, thus  there  is  no  real  competition.  On 
the  basis  of  the  hospital  satellites  developed 
thus  far,  this  is  probably  true.  Most  are  lo- 
cated in  remote  rural  areas  or  small  towns  with 
too  few  if  any  physicians.  The  Family  Health 
Service  program  in  the  Elkins,  West  Virginia, 
area  serves  remote  mountain  communities 
using  shuttle  buses  with  family  health  workers 
referring  patients  to  Elkins  physicians  and 
Memorial  General  Hospital.1  The  Hunterdon 
Medical  Center  has  been  operating  a satellite 
ambulatory  care  center  in  Lambertsville,  N.J., 
since  1970, 2 Mercy  Hospital  of  Johnstown, 
Pa.,  recently  sponsored  a satellite  clinic  in 
Bolivar,  Pa.,3  in  Virginia,  Richmond  Memorial 
Hospital  is  developing  a clinical  care  center 
in  Ashland,  15  miles  north  of  Richmond.4 
Other  areas  are  also  under  consideration  by 
Richmond  Memorial  and  other  Richmond  hos- 
pitals. 

The  relationship  between  the  hospital  and 
the  primary  care  center  may  vary  from  one 
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to  another.  In  some  cases,  the  satellite  operates 
as  a functional  arm  of  the  hospital,  with  all 
center  employees  on  the  hospital  payroll.  In 
other  cases,  the  center  may  be  an  independent 
corporation,  with  the  hospital  providing  back- 
up laboratory  services,  specialized  referral 
care,  management  services,  clerical  assistance, 
etc.  This  latter  approach  provides  a welcome 
source  of  revenue  for  the  hospital  over  and 
above  its  cost-based  reimbursement  for  patient 
care  at  the  institution. 

Thus  far,  such  programs  seem  wholly  bene- 
ficial, both  to  the  population  served  and  to 
the  hospital.  The  population  benefits  by  hav- 
ing an  additional  source  of  primary  care 
where  few  or  none  existed  before.  They  also 
gain  by  having  easy  access  to  the  back-up 
specialist  and  support  services  available  at  the 
hospital.  Greater  continuity  of  care  is  possible 
since  the  hospital  and  its  satellite  will  usually 
share  medical  records.  Satellite  centers  pro- 
vide excellent  residency  opportunities  for  fam- 
ily practitioners.  They  have  been  welcomed 
by  the  citizen  and  medical  community  in  all 
reported  cases. 

Looking  beyond  the  immediate  situation, 
there  exists  some  real  potential  for  overindulg- 
ing in  the  development  of  primary  care  cen- 
ters. The  American  Hospital  Association  has 
suggested  that  hospitals  should  serve  as  a 
source  of  primary  health  care  to  anyone  who 
wishes  to  use  the  hospital  as  such,  apparently 
regardless  of  the  availability  of  private  physi- 
cian alternatives.5 

It  may  be  that  the  hospital  primary  care 
satellite  will  and  should  become  the  wave  of 
the  future  in  primary  health  care  delivery. 
Physicians  now  providing  care  independently 
may  wish  to  become  involved  in  such  satellite 
operations  because  of  the  advantages  in  admin- 
istration and  patient  care.  Nevertheless,  it 
may  be  that  hospitals  will  end  up  competing 
with  each  other  and  with  independent  practi- 
tioners in  a way  which  will  be  harmful  to  the 
health  care  system  and  to  the  community.6 

The  potential  for  such  abuse  arises  out  of 
the  advantages  of  satellite  development  for  the 
hospital,  and  the  motivations  which  may  spur 
such  development.  Given  the  current  trends 
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toward  more  emphasis  on  ambulatory  care, 
tighter  utilization  review  with  PSROs,  many 
hospitals  fear  a significant  decline  in  inpatient 
census.  The  satellite  program  offers  an  oppor- 
tunity to  develop  strong  links  to  patients  in  a 
distant  community  and  increase  the  likelihood 
that  they  will  use  the  parent  hospital  when 
they  need  inpatient  care.  Also,  the  chance  to 
sell  management  services  and  increase  the  utili- 
zation of  laboratory  and  x-ray  services  offers 
a benefit  to  the  sponsoring  hospital  even  if  no 
new  admissions  result.  Knowing  this,  when- 
ever one  hospital  in  an  urban  area  begins  de- 
veloping primary  care  satellites,  it  may  appear 
necessary  to  other  hospitals  in  the  same  com- 
munity to  look  for  their  own  territories.  In 
such  a competitive  process,  the  “good”  terri- 
tories, where  physician  shortages  exist,  may 
soon  be  taken  and  some  programs  may  be  put 
where  there  are  adequate  physicians. 

Aside  from  the  economic  justifications, 
many  hospitals  feel  that  it  is  necessary  for 
their  institution  to  grow  in  order  to  survive. 
They  may  feel  that  in  order  to  maintain  their 
prestige,  they  have  to  expand  constantly.  If 
so,  they  soon  recognize  the  difficulty  of  in- 
creasing inpatient  programs.  In  most  urban 
areas,  state  Certificate  of  Need  laws  or  federal 
regulations7  make  it  very  difficult  to  increase 
the  number  of  hospital  beds.  Thus,  expansion 
into  primary  care  may  be  the  only  available 
opportunity  for  growth  for  many  hospitals. 
In  Virginia,  hospitals  would,  of  course,  have 
to  secure  Certificate  of  Need  approval  for  even 
primary  care  satellites.  However,  the  tech- 
niques for  determining  the  need  for  and  ap- 
propriateness of  ambulatory  care  programs 
are  not  well  developed.  There  is  no  twenty- 
five  year  experience  with  determination  of 
need  such  as  in  Hill-Burton  planning.  It  is 
difficult  for  either  the  hospital  contemplating 
a satellite  or  a review  agency  considering  the 
project  to  determine  with  precision  the  extent 
of  “need”  for  primary  health  care  resources  in 
any  given  area.  Planners  may  disagree  on  the 
number  of  primary  care  visits  “needed”  by  a 
given  population,  or  even  on  the  current  or 
expected  population  of  an  area.8 

In  such  conditions  of  uncertainty,  where 
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satellite  clinic  programs  may  develop  as  a re- 
sult of  inter-hospital  rivalry  or  the  sheer  desire 
to  gain  an  “empire”,  the  potential  for  over- 
building, displacing  independent  practitioners, 
increasing  costs  and  decreasing  quality  of  care 
certainly  exists.  To  avert  such  outcomes,  it 
is  essential  that  the  planning  and  development 
of  hospital  programs  be  carried  out  on  a co- 
operative rather  than  competitive  basis.  In- 
dependent practitioners  should  keep  informed 
as  to  planned  developments  in  their  area  and 
become  involved  in  the  planning  and  review 
process  when  necessary  to  ensure  the  orderly 
development  of  health  care  resources. 

There  is  little  doubt  that  we  have  in  this 
country,  and  in  Virginia,  some  problems  re- 
garding the  distribution  and  accessibility  of 
primary  physicians.  The  problem  is  there,  but 
the  danger  is  we  may  fall  into  the  “overkill” 
trap.  The  expansion  of  medical  schools  and 
increasing  numbers  of  physicians  being  trained 
should  help  solve  the  problem.  The  training 
of  “physician  extenders”— nurse  practitioners 
and  physicians’  assistants  should  also  help. 
Hospital  primary  care  satellites  should  cer- 
tainly contribute  to  the  solution.  The  danger, 
then,  is  that  by  applying  all  three  solutions  at 
once,  and  independently  of  each  other,  we 
may  end  up  with  too  many  resources  stepping 
all  over  each  other  in  an  effort  to  solve  the 
same  problem.  The  key  is  that  they  should 
not  be  developed  or  applied  independently  of 
each  other.  The  independent  practitioner  and 
the  hospital  are  part  of  the  same  system  and 


the  tradition  of  partnership  between  the  phy- 
sician and  the  institution  needs  to  be  main- 
tained. 
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Policv  Research,  1974. 

8.  Witness,  for  example,  the  controversy  over 

population  estimates  made  by  the  Tayloe- 
Murphy  Institute  at  the  University  of  Vir- 
ginia, giving  the  population  of  Chester- 
field County  as  90,400  on  July  1,  1973  vs. 
Chesterfield  County’s  own  estimate  of 
101,533. 
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> skcated  animal  gland  thyroid) 
ean  vary  in  potency  from  bate! 

Because  iodine  content  rather  than  biological  assay  idjgBcffl 
the  standard  of  many  desiccated  thyroid  product^  biologic  activity 
can  vary  from  batch  to  batch.  Even  when  biologic  assay  is  employed, 
biologic  activity  can  only  be  ap 


measure 


1.  Armour  Thyroid  (Tablets).  1975  Physicians'  Desk  Reference,  p.  561. 

2.  Proloid*  ( thyroglobulin ).  1975  Physicians'  Desk  Reference,  p.  1575. 


1  It  is  recognized  that  T4  and 
T3  content  in  desiccated 
thyroid  and  thyroglobulin 
varies  from  animal  to 
animal,  by  animal  species, 
geography,  and  animal  diet. 

2  Of  therapeutic  concern: 
In  addition  to  varying  amounts 
of  T4,  desiccated  thyroid  may 
contain  varying  amounts  of  T3,  a 
potent  compound  with  rapid 
onset  and  fleeting  action  that 
can  produce  metabolic  surges. 

3  Even  when  kept  under 

proper  storage  conditions, 
desiccated  thyroid 
deteriorates  more  rapidly 
than  the  synthetic  hormone. 

The  “usual  maintenance  dose” 
for  the  widely  prescribed 
desiccated  thyroid  is  “from 
1 grain  to  3 grains  per 
day,  but  it  may  vary,  in 
individual  patients  from  1/2 
grain  to  10  grainsl’1  The  “usual 
maintenance  dose”  of  the  most 
widely  prescribed  thyroglobulin 
(which  is  also  a 
desiccated  thyroid 
product)  is 
“0.5  to  3.0  grains  daily.”2 


Every  batch  of  Synthroid  T4  is 
of  controlled  potency. 


SYNTHROID  is  T4<  It  provides  your 
patients  with  everything  they  need  for 
complete  thyroid  replacement  therapy,  i 


1 


Sodium  levothyroxine  is 
not  derived  from  any  animal 
gland  source.  It  is  a synthetic 
and,  since  sodium  levothyroxine 
is  the  only  active  ingredient, 
its  weight  is  the  sole 
determinate  of  potency. 

2  SYNTHROID  (sodium 
levothyroxine ) is  T4  which  is 
converted  by  the  patient  to  T3 
at  the  cellular  level,  thereby 
providing  a physiologic 
source  and  amount  of  T3  to 
meet  metabolic  needs  for 
complete  thyroid  replacement 
therapy.  Because  the  onset  of 
effect  is  slower  and  more  steady,  the 
possibility  of  sudden  metabolic  surges 
is  reduced  with  SYNTHROID  therapy. 

3  SY  N THROID  ( sodium  levothyroxine ) 

products  have  a longer  and  more 
reliable  shelf  life  than  Thyroid  U.S.R 
when  kept  under  the  same  proper 
storage  conditions.  There  is  no  animal 
protein  present  in  SYNTHROID  products. 

4  A recent  study  of  44  patients  with 

hypothyroidism  indicates  that 
89  percent  of  the  patients  were 
maintained  with  doses  of  L-thyroxine 
(SYNTHROID)  between  100  meg.  and 
200  meg. (0.1  mg.  and  0.2  mg.)  per  day.3 


3.  Stock,  I.M..  Surks.  M.I..  and  Oppenheimer.  J.H.: 
Replacement  dosage  of  I .-thyroxine  in  hypothyroidism. 
A re-evaluation.  New  Engl.  J.  Med.  290: 529-33. 1974. 


Eliminates  many 
of  the  uncertainties  of 
desiccated  thyroid  therapy. 

Synttiroid 

(sodium  levothyroxine,  U.S.P)  FLINT 

V | / FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC 
■■■iH  Deerfield.  Illinois  6001 5 


See  reverse  side  for  full  prescribing  information. 


Synthroid 

(sodium  levothyroxine,U.S.R ) FLINT 

Synthroid  Tablets— for  oral  administration 
Synthroid  for  Injection— for  parenteral  administration 


Description 

SYNTHROID  (sodium  levothyroxine)  Tablets  and  SYNTHROID  Injection  con- 
tain synthetic  crystalline  sodium  levothyroxine  (L-thyroxine).  L-thyroxine  is 
the  principal  hormone  secreted  by  the  normal  thyroid  gland. 


Actions 

SYNTHROID  (sodium  levothyroxine)  Tablets,  taken  orally,  provide  hormone 
that  is  readily  absorbed  from  the  gastrointestinal  tract.  SYNTHROID  Injection 
is  effective  by  any  parenteral  route.  Following  absorption,  the  synthetic 
L-thyroxine  provided  by  SYNTHROID  products  cannot  be  distinguished  from 
L-thyroxine  that  is  endogenously  secreted.  Each  is  bound  to  the  same  serum 
proteins  and  each  exhibits  a six  to  seven  day  circulating  half-life  in  the 
euthyroid  individual. 

Both  SYNTHROID  products  will  provide  L-thyroxine  as  a substrate  for 
physiologic  deiodination  to  L-triiodothyronine.  Therefore,  patients  taking 
SYNTHROID  products  will  demonstrate  normal  blood  levels  of  L-triiodothyro- 
nine even  when  the  thyroid  gland  has  been  surgically  removed  or  destroyed 
by  radioiodine.  Administration  of  levothyroxine  alone  will  result  in  complete 
physiologic  thyroid  replacement. 

Indications 

SYNTHROID  (sodium  levothyroxine)  products  serve  as  specific  replacement 
therapy  for  reduced  or  absent  thyroid  function  of  any  etiology.  SYNTHROID 
Injection  can  be  used  intravenously  whenever  a rapid  onset  of  effect  is  criti- 
cal, and  either  intravenously  or  intramuscularly  in  hypothyroid  patients  when- 
ever the  oral  route  is  precluded  for  long  periods  of  time. 

Contraindications 

There  are  no  absolute  contraindications  to  SYNTHROID  (sodium  levothy- 
roxine) therapy.  Relative  contraindications  include  acute  myocardial  infarc- 
tion, uncorrected  adrenal  insufficiency  and  thyrotoxicosis.  (See  WARNINGS) 

Warnings 

Patients  with  cardiovascular  diseases  warrant  particularly  close  attention 
during  the  restoration  of  normal  thyroid  function  by  any  thyroid  drug.  In  such 
cases,  low  initial  dosage  increased  slowly  by  small  increments  is  indicated. 
Occasionally,  the  cardiovascular  capacity  of  the  patient  is  so  compromised 
that  the  metabolic  demands  of  the  normal  thyroid  state  cannot  be  met.  Clinical 
judgment  will  then  dictate  either  a less-than-complete  restoration  of  thyroid 
status  or  reduction  in  thyroid  dosage. 

Endocrine  disorders  such  as  diabetes  mellitus,  adrenal  insufficiency  (Addi- 
son's disease),  hypopituitarism  and  diabetes  insipidus  are  characterized  by 
signs  and  symptoms  which  may  be  diminished  in  severity  or  obscured  by 
hypothyroidism.  SYNTHROID  (sodium  levothyroxine)  therapy  for  such  patients 
may  aggravate  the  intensity  of  previously  obscured  symptoms  and  require 
appropriate  adjustment  of  therapeutic  measures  directed  at  these  concomitant 
disorders. 


Thyroid  replacement  may  potentiate  the  effects  of  anticoagulants.  Patients 
on  anticoagulant  therapy  should  have  frequent  prothrombin  determinations 
when  instituting  thyroid  replacement  to  gauge  the  need  to  reduce  anticoagu- 
lant dosage. 

Precautions 

Overdosage  with  any  thyroid  drug  may  produce  the  signs  and  symptoms  of 
thyrotoxicosis,  but  resistance  to  such  factitious  thyrotoxicosis  is  the  general 
rule.  With  SYNTHROID  (sodium  levothyroxine)  Tablets,  the  relatively  slow 
onset  of  action  minimizes  the  risk  of  overdose  but  close  observation  in  the 
weeks  following  institution  of  a dosage  regimen  is  advised.  Treatment  of 
thyroid  hyperactivity  induced  by  oral  medication  is  confined  to  interruption 
of  therapy  for  a week,  followed  by  reinstitution  of  daily  therapy  at  an  appro- 
priately reduced  dosage. 

Adverse  reactions 

Adverse  reactions  are  due  to  overdose  and  are  those  of  induced  hyperthy- 
roidism. 

Dosage  and  administration 

For  most  adults,  a final  dosage  of  100  meg  (0.1  mg)  to  200  meg  (0.2  mg)  of 
SYNTHROID  (sodium  levothyroxine)  Tablets  daily  will  restore  normal  thyroid 
function  and  only  occasionally  will  patients  require  larger  doses.  Failure  to 
respond  adequately  to  a daily  oral  intake  of  400  meg  (0.4  mg)  or  more  is  rare 
and  should  prompt  reconsideration  of  the  diagnosis  of  hypothyroidism,  spe- 
cial investigation  of  the  patient  in  terms  of  malabsorption  of  L-thyroxine  from 
the  gastrointestinal  tract  or  poor  adherence  to  therapy. 

The  concomitant  appearance  of  other  diseases,  especially  cardiovascular 
diseases,  usually  dictates  a replacement  regimen  with  initial  doses  smaller 
than  100  meg/day  (0.1  mg). 

In  otherwise  healthy  adults  with  relatively  recent  onset  of  hypothyroidism, 
full  replacement  dose  of  150  meg  (0.15  mg)  or  200  meg  (0.2  mg)  has  been 
instituted  immediately  without  untoward  effect  and  with  good  therapeutic 
response.  General  experience,  however,  favors  a more  cautious  approach  in 
view  of  the  possible  presence  of  subclinical  disorders  of  the  cardiovascular 
system  or  endocrinopathies. 

The  age  and  general  physical  condition  of  the  patient  as  well  as  the  severity 
and  duration  of  hypothyroid  symptoms  determine  the  starting  dosage  and  the 
rate  of  incremental  dosage  increase  leading  to  a final  maintenance  dosage. 
In  the  elderly  patient  with  long  standing  disease,  evidence  of  myxedematous 
infiltration  and  symptomatic,  functional  or  electrocardiographic  evidence  of 
cardiovascular  dysfunction,  the  starting  dose  may  be  as  little  as  25  meg 
(0.025  mg)  per  day.  Further  incremental  increases  of  25  meg  (0.025  mg)  per 
day  may  be  instituted  at  three  to  four  week  intervals  depending  on  patient 
response.  Conversely,  otherwise  healthy  adults  may  be  started  at  higher  daily 
dosage  and  raised  to  the  full  replacement  dosage  in  two  to  three  weeks. 
Clearly  it  is  the  physician's  judgment  of  the  severity  of  the  disease  and  close 
observation  of  patient  response  which  determines  the  rate  of  dosage  titration. 

Laboratory  tests  to  monitor  thyroid  replacement  therapy  are  of  limited  value. 
Although  measurement  of  normal  blood  levels  of  thyroxine  in  patients  on 
replacement  regimens  frequently  coincides  with  the  clinical  impression  of 
normal  thyroid  status,  higher  than  normal  levels  on  oral  replacement  of  levo- 
thyroxine occasionally  occurs  and  should  not  be  considered  evidence  of 
overdosage  per  se. 

In  all  cases,  clinical  impression  of  the  well-being  of  the  patient  takes 
precedence  over  laboratory  determination  in  determining  the  appropriate 
individual  dosage. 

In  infants  and  children,  there  is  a great  urgency  to  achieve  full  thyroid 
replacement  because  of  the  critical  importance  of  thyroid  hormone  in  sustain- 
ing growth  and  maturation.  Despite  the  smaller  body  size,  the  dosage  needed 
to  sustain  a full  rate  of  growth,  development  and  general  thriving  is  higher  in 
the  child  than  in  the  adult,  as  much  as  300  meg  (0.3  mg)  to  400  meg  (0.4  mg) 
per  day. 

In  myxedema  coma  or  stupor,  without  concomitant  severe  heart  disease, 
200  to  500  meg  of  SYNTHROID  Injection  may  be  administered  intravenously 
as  a solution  containing  100  mcg/ml.  Although  the  patient  may  show  evidence 
of  increased  responsivity  within  six  to  eight  hours,  full  therapeutic  effect  may 
not  be  evident  until  the  following  day.  An  additional  100  to  300  meg  or  more 
may  be  given  on  the  second  day  if  evidence  of  significant  and  progressive 
improvement  has  not  occurred.  Like  the  oral  dosage  form,  SYNTHROID  Injec- 
tion produces  a predictable  increase  in  the  circulating  level  of  hormone  with 
a long  half-time.  This  usually  precludes  the  need  for  multiple  injections  but 
continued  daily  administration  of  lesser  amounts  intravenously  should  be 
maintained  until  the  patient  is  fully  capable  of  accepting  a daily  oral  dose. 

In  the  presence  of  concomitant  heart  disease,  the  sudden  administration  of 
such  large  doses  of  L-thyroxine  intravenously  is  clearly  not  without  its  cardio- 
vascular risks.  Under  such  circumstances,  intravenous  therapy  should  not  be 
undertaken  without  weighing  the  alternative  risks  of  the  myxedema  coma  and 
the  cardiovascular  disease.  Clinical  judgment  in  this  situation  may  dictate 
smaller  intravenous  doses  of  levothyroxine. 

SYNTHROID  Injection  by  intravenous  or  intramuscular  routes  can  be  sub- 
stituted for  the  oral  dosage  form  when  ingestion  of  SYNTHROID  Tablets  is 
precluded  for  long  periods  of  time. 

How  supplied 

SYNTHROID  (sodium  levothyroxine)  Tablets  are  supplied  as  scored,  color- 
coded  compressed  tablets  in  6 concentrations:  25  meg  (0.025  mg)— orange  . . . 
50  meg  (0.05  mg)— white  . . . 100  meg  (0.1  mg)— yellow  . . . 150  meg  (0.15  mg)— 
violet  . . 200  meg  (0.2  mg)— pink  . . . 300  meg  (0.3  mg)— green.  Depending  on 
strength,  these  tablets  are  available  in  bottles  of  100,  500,  1000  and  5000. 

SYNTHROID  (sodium  levothyroxine)  for  Injection  is  supplied  in  10  ml  vials 
containing  500  meg  of  lyophilized  active  ingredient  and  10  mg  of  Mannitol, 
U.S.P.  A separate  5 ml  vial  containing  Sodium  Chloride  Injection,  U.S.P.  is 
provided  as  a diluent. 

Directions  for  reconstitution 

Reconstitute  the  lyophilized  sodium  levothyroxine  by  aseptically  adding  5 ml 
of  the  Sodium  Chloride  Injection,  U.S.P.  to  the  vial.  Shake  vial  to  insure  com- 
plete mixing.  Use  immediately  after  reconstitution.  Discard  any  unused  portion. 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC 

Deerfield,  Illinois  60015 
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Public  Health.... 


MACK  I.  SHANHOLTZ,  M.D. 

State  Health  Commissioner  of  Virginia 

Child  Development  Program  of  the  State  Health  Department 
in  Relation  to  Program  of  the  State  Department  of  Mental  Health  and 
Mental  Retardation 


There  is  a difference  in  major  emphasis  be- 
tween the  State  Health  Department  Child  De- 
velopment Clinics  and  the  activities  of  the 
Department  of  Mental  Health  and  Mental  Re- 
tardation. The  Child  Development  Clinics 
are  pediatric  and  developmental  in  approach; 
the  approach  of  Mental  Health  Clinics  is  psy- 
chiatric. 

The  Child  Development  Clinics  provide 
comprehensive  pediatric  diagnostic  evaluation 
and,  whenever  appropriate,  prescribe  for  the 
child’s  total  treatment  program.  They  also 
provide  elements  of  the  treatment  in  coopera- 
tion with  the  family,  the  child’s  physician  and 
other  community  agencies  including  mental 
health  clinics  where  available,  and  with  the 
schools.  The  clinics  are  multidisciplinary  and 
have  recently  become  interagency. 

The  State  Department  of  Education  is  plac- 
ing special  educational  consultants  in  the  clin- 
ics to  participate  in  the  diagnostic  evaluation 
and  to  provide  liaison  and  consultation  to 
schools  serving  the  patients.  The  Child  De- 
velopment Clinics  are  for  children  with  all 
types  of  developmental  problems  including  all 
combinations  of  multiple  handicapping  condi- 
tions, not  just  mental  retardation. 

Children  may  be  suspected  of  being  men- 
tally retarded,  having  emotional  disturbances, 
and/or  learning  problems.  Only  upon  com- 
prehensive diagnostic  study  is  it  determined 
which  condition  or  combination  of  these  con- 
ditions exist.  For  instance,  studies  show  that 
60%  of  children  referred  as  emotionally  dis- 
turbed are  referred  because  of  undiagnosed 


and  untreated  developmental  problems.  One- 
third  of  children  referred  to  the  clinics  in  Vir- 
ginia as  possibly  retarded  are  not,  but  have 
other  developmental  problems,  e.g.  learning 
disabilities  or  hearing  impairment,  causing 
functional  retardation.  Also,  a small  but  grow- 
ing number  of  children  with  treatable  or  pre- 
ventable mental  retardation  such  as  PKU  and 
other  Inborn  Errors  require  comprehensive 
services.  The  pediatric  team  offers  these  com- 
prehensive services,  including  many  univer- 
sity-based specialty  consultation  services  and 
affiliated  State  and  local  health  department 
personnel  accustomed  to  working  with  a va- 
riety of  public  and  private  resources. 

Mental  Health  Clinics  place  major  emphasis 
on  emotional  or  psychiatric  problems.  They 
are  specialty  services  providing  psychiatric 
consultation  with  psychological  and  social 
work  support  for  patients  with  primary  men- 
tal illness.  Their  specialty  evaluations  for  chil- 
dren are  not  complete  unless  the  patient  has 
had  nrst  a comprehensive  developmental  eval- 
uation by  a multidisciplinary  pediatric  team, 
appropriately  provided  by  a Child  Develop- 
ment Clinic. 

Chapter  X Boards  are  primarily  community 
organization  and  community  planning  bodies. 
Some  provide  mental  health  services  and  some 
complementary  services  for  retarded  patients. 
In  contrast,  Child  Development  Clinics  are 
concerned  primarily  with  delivery  of  compre- 
hensive services  to  the  child;  community  plan- 
ning is  secondary. 

There  are  no  essential  duplications  of  effort. 
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The  ideal  flow  for  children  with  developmen- 
tal problems  not  already  comprehensively  as- 
sessed is  that  they  be  seen  first  by  a compre- 
hensive pediatric  team.  When  it  is  determined 
that  psychiatric  services  are  indicated,  the 
mental  health  professional  then  provides  the 
elements  of  treatment  he  deems  indicated 
within  his  own  or  his  agency’s  expertise  and 
responsibility.  In  the  present  situation,  Child 
Development  Clinics  have  long  waiting  lists, 
often  including  children  referred  by  Mental 


Health  Clinics.  At  Child  Development  Clin- 
ics, when  it  is  determined  that  psychiatric 
services  are  indicated  these  services  must  often 
be  purchased  from  private  psychiatric  sources 
as  Mental  Health  Clinics  are  not  always  lo- 
cally available,  or  when  available,  have  long 
waiting  lists. 

There  is  a need  for  both  types  of  services 
in  order  to  plan  for  and  treat  the  various 
aspects  of  developmental  problems  including 
the  psychiatric. 


Oral  Contraceptives  Increase  Risk  of  Stroke 


Young  women  using  oral  contraceptives  who 
also  smoke,  have  high  blood  pressure  or  have 
migraine  headaches  have  a significantly  in- 
creased risk  of  stroke,  says  a report  in  the 
February  17  issue  of  the  Journal  of  the  Amer- 
ican Medical  Association.  But  oral  contracep- 
tives alone,  regardless  of  the  other  risk  factors, 
increase  the  risk  of  stroke. 

The  report  is  by  the  Collaborative  Group 
for  the  Study  of  Stroke  in  Young  Women, 
Durham,  N.C.  Chairman  of  the  nationwide 
study  group  is  Albert  Heyman,  M.D.,  of  Duke 
University  Medical  Center. 

The  study  involved  several  hundred  women 
age  15  to  44  years  from  the  rosters  of  91  hos- 
pitals in  12  cities.  Control  groups  also  were 
utilized.  Each  of  the  women  in  the  study  was 
interviewed  for  detailed  information  on  con- 


traceptive practices,  smoking  habits,  symptoms 
of  headaches,  and  history  of  other  illness. 

High  blood  pressure  was  found  to  be  a risk 
factor  for  stroke  among  women  who  used 
oral  contraceptives  as  well  as  among  those  who 
did  not,  but  the  risk  is  higher  among  those 
using  the  Pill. 

The  researchers  recommend: 

1.  Oral  contraceptives  should  not  be  used 
by  women  with  high  blood  pressure. 

2.  Cautious  use  of  oral  contraceptives  by 
heavy  smokers  seems  well  advised. 

3.  Oral  contraceptives  probably  should  not 
be  used  by  women  with  classical  or  compli- 
cated migraine— headache  associated  with  vis- 
ual disturbances  or  other  brain  deficits.  Nor 
by  women  whose  headaches  are  aggravated  by 
the  use  of  the  Pill. 
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• • • • 


Minutes  of  Council 

A meeting  of  the  Council  of  The  Medical  So- 
ciety of  Virginia  was  held  in  Richmond  at  the 
Hyatt  House  on  Thursday,  February  6. 

Members  Present:  Dr.  William  R.  Hill,  Dr. 
Raymond  S.  Brown,  Dr.  John  A.  Martin,  Dr. 
William  J.  Hagood,  Jr.,  Dr.  Harold  L.  Williams, 
Dr.  Charles  E.  Davis,  Jr.,  Dr.  Carrington  Wil- 
liams, Jr.,  Dr.  Girard  V.  Thompson,  Sr.,  Dr.  H. 
C.  Alexander,  III,  Dr.  George  M.  Nipe,  Dr. 
Harry  C.  Kuykendall,  Dr.  James  Hal  Smith  and 
Dr.  W.  Leonard  Weyl. 

Others  Present:  Dr.  Duncan  S.  Owen,  Jr.,  2nd 
Vice-President;  Dr.  K.  K.  Wallace,  Jr.,  Vice- 
Speaker;  Dr.  William  Stewart  Burton,  Dr.  Ger- 
vas  S.  Taylor,  Jr.,  Dr.  Charles  M.  Caravati,  Jr., 
Dr.  Henry  M.  Snell,  Dr.  Russell  E.  Herring,  Jr., 
Dr.  Nicholas  G.  Colletti  and  Dr.  Richard  L. 
Fields,  Vice-Councilors;  Dr.  William  S.  Hotch- 
kiss, Dr.  Michael  A.  Puzak  and  Dr.  F.  Ashton 
Carmines,  AMA  Delegates;  Dr.  Carl  E.  Stark  and 
Dr.  Percy  Wootton,  Alternate  AMA  Delegates; 
Dr.  Warren  H.  Pearse,  Dean,  Medical  College  of 
Virginia;  Dr.  Oscar  A.  Thorup,  Jr.,  representing 
Dr.  William  R.  Drucker,  Dean,  University  of 
Virginia  School  of  Medicine;  Dr.  Gerald  H.  Hol- 
man, Dean,  Eastern  Virginia  Medical  School; 
Dr.  J.  B.  Funkhouser,  representing  Dr.  William 
S.  Allerton,  Commissioner,  Department  of  Men- 
tal Health  & Mental  Retardation;  Dr.  Carolyn 
McCue,  President,  Richmond  Academy  of  Medi- 
cine; Mrs.  Randolph  H.  Hoge,  President,  Wom- 
an’s Auxiliary  to  The  Medical  Society  of  Vir- 
ginia; Dr.  Eugene  R.  Perez,  Executive  Director, 
Virginia  Regional  Medical  Program;  Mr.  Gary 
Miller,  representing  the  MCV  Student  Medical 
Society;  and  Mr.  Robert  G.  Stuart,  Executive 
Secretary,  VaMPAC. 

Medicaid 

Dr.  William  Grossmann,  speaking  on  behalf  of 
the  Governor’s  Advisory  Committee  on  Compre- 
hensive Health  Planning,  discussed  the  current 
financial  crisis  of  Medicaid  and  expressed  the 
hope  that  the  physicians  of  Virginia  would  do 
everything  possible  to  keep  the  program  operat- 
ing effectively.  As  a result  of  inflation  and  other 
factors  which  were  not  predicted,  Medicaid  has 
been  confronted  with  a huge  deficit.  As  a result, 
the  Advisory  Committee  has  had  no  alternative 
other  than  recommend  a number  of  measures 
designed  to  reduce  costs. 


Dr.  Grossmann  w7ent  on  to  detail  the  need  for 
at  least  $10,000,000.00  in  new  money  from  the 
Commonwealth  over  the  next  two  years.  He  in- 
dicated that  293,000  individuals  are  receiving 
various  benefits  under  the  program  and  that  hos- 
pitals are  understandably  affected.  He  called  for 
understanding  on  the  part  of  physicians  and  cer- 
tainly their  cooperation.  He  indicated  that  the 
Advisory  Committee  needed  input  from  the  pro- 
fession and  assured  Council  that  any  suggestions 
and  comments  received  w'ould  not  go  unheeded. 
Dr.  Grossmann  indicated  that  Virginians  can  be 
proud  of  the  fact  that  our  Medicaid  program  has 
one  of  the  lowest  administrative  costs  in  the  Na- 
tion. 

Dr.  Shanholtz  explained  that  a program  such  as 
Medicaid  cannot  be  operated  in  such  manner  as 
to  increase  the  State’s  debt.  As  a result,  the  only 
alternative  is  to  eliminate  certain  services.  He 
went  on  to  say  that  60%  of  all  Virginians  in 
nursing  homes  today  are  receiving  Medicaid  as- 
sistance—perhaps  the  biggest  reason  why  the  cost 
has  been  greater  than  anticipated. 

Dr.  Shanholtz  expressed  the  hope  that  phy- 
sicians would  exercise  great  care  in  what  they 
order  for  the  patient.  He  also  stated  that  the 
elimination  of  professional  fees  under  the  pro- 
gram would  only  come  about  as  a last  resort. 
Hope  was  expressed  that  members  of  Council 
would  take  this  information  back  to  the  com- 
ponent societies  in  their  Districts. 

Medicaid  Drug  Coverage 

As  a result  of  policy  decisions  designed  to  re- 
duce the  high  cost  of  Medicaid  in  Virginia,  cer- 
tain drugs  have  been  deleted  from  the  list  of 
those  covered.  The  Virginia  Chapter  of  the 
Arthritis  Foundation  has  expressed  concern  over 
the  deletion  of  two  non-legend  drugs— aspirin 
and  antacids— and  one  legend  drug— propoxy- 
phene. The  Scientific  Committee  of  the  Foun- 
dation has  stated  that  patients  with  rheumatoid 
arthritis  usually  require  between  eight  and  six- 
teen aspirin  tablets  a day  to  retard  pain  and  in- 
flammation. Propoxyphene  is  used  to  supple- 
ment the  pain  relieving  action  of  aspirin.  Ant- 
acids are  added  to  the  regimen  since  aspirin  tends 
to  produce  gastritis  in  some  patients. 

Dr.  Grossmann  expressed  the  feeling  that  these 
drugs  could  be  restored  and  indicated  that  their 
use  would  be  specifically  designated  for  arthritis 
patients.  Dr.  Owen  indicated  that  he  would  re- 
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port  Dr.  Grossmann’s  opinions  to  the  Arthritis 
Foundation. 

VaMPAC 

Two  changes  have  occurred  on  the  VaMPAC 
Board  of  Directors  since  the  October  16  meet- 
ing of  Council.  Dr.  Dennis  P.  McCarty  and  Dr. 
Copley  McLean  have  found  it  necessary  to  re- 
sign. Dr.  Harvey  D.  Smallwood,  Charlottesville, 
and  Dr.  Henry  C.  White,  Jr.,  Winchester,  were 
nominated  as  their  replacements. 

A motion  by  Dr.  Hagood  to  elect  Dr.  Small- 
wood and  Dr.  White  to  the  VaMPAC  Board 
was  seconded  and  carried. 

Dental  High  Blood  Pressure  Program 

During  its  October  meeting,  Council  consid- 
ered a request  that  it  approve  a hypertension  de- 
tection program  developed  by  the  MCV  School 
of  Dentistry  in  cooperation  with  the  Virginia 
Regional  Medical  Program.  The  proposed  proj- 
ect would  offer  continuing  education  workshops 
in  the  eight  districts  of  the  Virginia  Dental  So- 
ciety and  would  cover  such  things  as  basic  re- 
views of  cardiovascular  physiology  and  its  rela- 
tionship to  dental  therapy,  technique  of  blood 
pressure  measurement  and  a description  of  the 
current  screening  and  follow-up  program  pres- 
ently being  carried  on  at  the  MCV  School  of 
Dentistry. 

Dr.  Louis  Abbey,  Director  of  the  program,  in- 
dicated that  the  workshops  would  enlist  the  as- 
sistance of  local  physicians  and  that  no  diagnosis 
would  be  involved.  He  emphasized  that  the  fol- 
low-up aspects  of  the  program  were  considered 
most  important  and  that  individual  dentists  would 
make  sure  that  patients  contacted  their  physi- 
cians whenever  deficiencies  were  detected.  He 
went  on  to  say  that  the  program  would  require 
more  than  a single  casual  reading  and  that  the 
pilot  program  had  served  to  demonstrate  that 
75%  of  all  referrals  were  hypertensive. 

During  the  discussion  that  followed  it  was 
brought  out  that  dentists  could  find  the  program 
helpful  in  caring  for  office  emergencies.  Dr. 
Abbey  agreed  that  other  tests— such  as  blood 
sugar,  etc.— might  well  be  equally  or  more  im- 
portant. There  were  those  who  felt  that  since 
dentists  receive  a certain  amount  of  such  training 
in  dental  school  that  they  could  be  a real  asset 
to  the  physician.  There  was,  however,  some 
question  as  to  priority  with  reference  to  the 
proposed  grant  of  $20,000. 

A motion  was  then  introduced  by  Dr.  Mar- 
tin expressing  support  of  continuing  education 
and  approving  the  proposed  program.  The  mo- 
tion was  seconded  and  carried. 


Sudden  Infant  Death  Syndrome 

It  was  recalled  that  the  House  of  Delegates, 
during  its  meeting  at  Williamsburg,  had  adopted 
a resolution  calling  for  sudden  infant  death  syn- 
drome to  be  made  a certified  cause  of  death  by 
the  Bureau  of  Vital  Records  and  Health  Statistics. 

Council  was  advised  that  the  State  Registrar 
has  called  the  Society’s  attention  to  the  fact  that 
the  Bureau  does  record  and  classify  all  crib 
deaths  and  SIDS  cases  as  reported  by  physicians 
and  medical  examiners  in  the  State.  He  states 
that  such  deaths  have  been  coded  by  the  Bureau 
for  a number  of  years. 

Pharmaceutical  Association  Workshops 

It  was  recalled  that  on  October  16  Council  had 
tabled  a request  that  it  approve  a series  of  five 
workshops  proposed  by  the  Virginia  Pharmaceu- 
tical Association.  The  workshops  were  set  up 
to  cover  such  subjects  as  “The  Role  of  the  Phar- 
macist in  Venereal  Disease  Education  and  Pre- 
vention” and  “The  Role  of  the  Pharmacist  in 
Family  Planning  Education”.  The  Pharmaceuti- 
cal Association  had  requested  that  it  be  granted 
the  privilege  of  once  again  explaining  the  ob- 
jectives of  the  program  in  the  hope  that  Council 
might  reconsider  its  earlier  action. 

The  President  of  the  Association,  Dr.  Neu- 
roth,  stated  that  the  Association  looked  forward 
to  expanded  and  more  effective  communications 
with  The  Medical  Society  of  Virginia.  Mr.  Kel- 
lum,  the  Association’s  Executive  Director,  stated 
that  the  proposed  workshops  would  definitely 
strengthen  the  venereal  disease  program  in  the 
State.  He  explained  that  dissemination  of  infor- 
mation is  most  important  and  that  the  pharmacist 
is  in  an  unusually  good  position  to  bring  this 
about.  He  went  on  to  say  that  a great  deal  of 
interest  exists  in  finding  effective  methods  of 
reporting  known  cases  for  treatment  and  making 
sure  of  adequate  follow-up.  The  workshops 
would  review  family  planning  methods  and 
would  have  the  cooperation  of  the  Department 
of  Health  and  League  of  Planned  Parenthood. 
Mr.  Kellum  assured  Council  that  pharmacists 
will  not  attempt  to  diagnose— concentrating  in- 
stead on  the  dissemination  of  information. 

A question  was  raised  concerning  how  serious 
a problem  we  have  at  this  time  and  it  was  ex- 
plained that  VD  is  quite  prevalent  among  the 
younger  population.  There  was  some  feeling 
that  the  pharmacist  could  be  helpful  when  ap- 
proached by  a patient  who  has  attempted  self- 
diagnosis  and  seeks  advice. 

In  regards  to  a question  concerning  the  sale 
of  X-rated  literature  in  pharmacies,  Mr.  Kellum 
made  it  clear  that  the  sale  of  such  books  and 
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magazines  is  definitely  discouraged  by  his  Asso- 
ciation. 

A motion  was  then  introduced  by  Dr.  Brown 
which  would  have  Council  approve  the  pro- 
posed workshops.  The  motion  was  seconded. 

A substitute  motion  offered  by  Dr.  Kuyken- 
dall expressing  support  of  continuing  education 
efforts  was  withdrawn  after  considerable  discus- 
sion. There  was  some  concern  over  the  proposal 
that  contraceptive  materials  be  openly  displayed. 
Also,  there  was  the  feeling  that  the  proposal 
carried  with  it  a suggestion  of  commercialism. 

A second  substitute  motion  by  Dr.  Kuykendall 
to  postpone  indefinitely  ocas  seconded  and  car- 
ried. 

Director  of  Continuing  Education 

Dr.  Charles  Davis,  Chairman  of  the  Commis- 
sion on  Continuing  Education,  reported  that  Dr. 
James  Summers,  Blacksburg,  had  been  employed 
to  serve  as  director  of  Continuing  Education. 
He  stated  that  Dr.  Summers  was  unusually  well 
qualified  and  comes  to  the  Society  highly  rec- 
ommended. He  also  reported  that  the  Bills  which 
would  have  made  continuing  education  manda- 
tory for  physicians  had  been  withdrawn  by  their 
sponsor  and,  consequently,  would  not  be  consid- 
ered during  this  session  of  the  General  Assembly. 

High  Blood  Pressure  Program 

When  Council  met  in  October,  it  had  consid- 
ered a program  on  high  blood  pressure  as  pro- 
posed by  the  Department  of  Pharmacy  of  the 
Medical  College  of  Virginia.  The  objective  of 
the  program  was  said  to  be  better  patient  care 
and  assurance  was  given  that  it  did  not  represent 
an  invasion  of  the  practice  of  medicine. 

Council’s  action  at  that  time  was  to  endorse 
the  concept  of  screening  previously  unidentified 
hypertensive  patients.  It  went  on,  however,  to 
express  its  feeling  that  sufficient  justification  for 
a Regional  Medical  Program  grant  in  the  amount 
of  $45,000  could  not  be  found. 

Dr.  James  McKenney,  program  director,  be- 
lieved that  the  program  was  of  sufficient  impor- 
tance as  to  justify  a second  presentation.  He  in- 
dicated that  the  action  of  Council  on  October 
16  did  not,  in  the  opinion  of  some,  contain  an 
outright  rejection  of  the  proposed  program.  He 
described  the  services  which  would  be  provided 
by  participating  pharmacies— including  patient 
education  regarding  hypertension  and  hyperten- 
sive drug  therapy,  drug  profile  monitoring,  blood 
compliance  and  adverse  effect  monitoring,  and 
blood  pressure  monitoring. 

Dr.  McKenney  went  on  to  state  that  patients 
visit  pharmacies  approximately  1.6  times  per 
month.  This  was  considered  most  significant.  It 


was  brought  out  that  the  pharmacist  would  re- 
ceive no  compensation  from  the  program. 

Dr.  Kuykendall  then  moved  that  the  Society 
reaffirm  its  action  of  October  16.  The  motion 
was  seconded  and  adopted. 

Quackery 

Dr.  Hotchkiss  reported  that  the  AMA  Com- 
mittee on  Quackery  had  become  a victim  of  re- 
cent cost  cut-backs  by  the  Association.  He  com- 
mented on  the  Conferences  the  Committee  had 
sponsored  during  AMA  Annual  and  Clinical  Ses- 
sions and  expressed  the  feeling  that  they  had  been 
most  worthwhile.  It  was  his  hope  that  the  Con- 
ferences could  be  continued  with  the  under- 
standing that  AMA  would  no  longer  pay  travel 
and  hotel  expenses  for  Committee  members.  The 
only  cost  would  involve  a suitable  room  at  the 
headquarters  hotel.  Dr.  Hotchkiss  stated  that  the 
Conferences  might  well  be  continued  if  a suffi- 
cient number  of  requests  were  received  from 
state  medical  societies. 

Dr.  Brown  moved  that  AMA  be  urged  to  con- 
tinue the  Conferences  on  Quackery  with  the 
understanding  that  travel  and  hotel  expenses  be 
discontinued.  The  motion  was  seconded  and 
adopted. 

Chesapeake  Medical  Society 

A new  medical  society  has  been  organized  in 
the  City  of  Chesapeake  and  The  Medical  Society 
of  Virginia  petitioned  to  grant  it  a charter.  The 
City  of  Chesapeake  is,  at  the  present  time,  in- 
cluded in  the  charter  of  the  Norfolk  County 
Medical  Society. 

Dr.  Davis  stated  that  he  had  been  contacted 
by  the  new  Society  and  provided  a list  of  its 
officers,  committees  and  charter  members.  He 
also  stated  that,  although  the  Norfolk  County 
Medical  Society  had  not  officially  been  ap- 
proached concerning  its  feelings,  he  was  quite 
sure  that  no  opposition  existed.  It  was  pointed 
out  that  Section  7 of  Article  V of  the  By-Laws 
makes  it  possible  for  a component  society  made 
up  of  more  than  one  political  subdivision  to  be 
divided  and  given  separate  charters. 

Dr.  Davis  then  moved  that  the  new  Chesapeake 
Medical  Society  be  accepted  and  chartered  as  a 
component.  The  motion  was  seconded  but  with- 
drawn following  a number  of  questions  concern- 
ing the  number  of  physicians  practicing  in  Ches- 
apeake and  the  number  who  have  actually  joined 
thus  far. 

It  was  believed  that  the  matter  should  be  re- 
ferred to  the  Committee  on  By-Laws  for  the 
protection  of  all  concerned  and  a motion  to  this 
effect  by  Dr.  Hagood  was  seconded  and  carried. 
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Speakers  and  Leadership  Training  Seminar 

AMA  has  developed  a Speakers  and  Leadership 
Training  Seminar  which  it  sponsors  jointly  with 
state  and  county  medical  societies.  These  Semi- 
nars offer  physicians  training  in  public  speaking, 
committee  leadership,  press  interviews,  presiding 
techniques,  etc.  They  vary  from  one  to  two  full 
days  and  feature  experts  in  oral  communication 
specialties.  The  cost  depends  upon  the  format 
selected  and  ranges  from  $800  to  $3,000. 

The  Medical  Society  of  Virginia  has  been  in- 
vited to  join  with  societies  from  the  District  of 
Columbia,  Maryland,  Pennsylvania,  Delaware 
and  West  Virginia  in  cosponsoring  such  a Semi- 
nar in  this  general  area.  The  cost  would  prob- 
ably be  somewhere  between  $300-$500. 

It  was  the  consensus  that  seminars  of  this  type 
have  a great  deal  to  offer  and  a motion  by  Dr. 
Davis  to  serve  as  a cosponsor  was  seconded  and 
adopted. 

Skilled  Nursing  Facilities 

A seminar  having  to  do  with  the  role  of  medi- 
cal directors  in  skilled  nursing  facilities  is  being 
presented  by  AMA  on  February  21-22  at  Cock- 
eysville,  Maryland.  The  seminar  is  being  of- 
fered since  conditions  for  participation  in  Medi- 
care and  Medicaid  require  that  each  skilled  nurs- 
ing facility  have  a Medical  Director  within 
twelve  months. 

The  Society  was  invited  to  send  a represent- 
ative to  the  Seminar  in  order  that  he  can  observe 
first  hand  exactly  what  goes  on.  As  a result,  AMA 
hopes  that  The  Medical  Society  of  Virginia  will 
join  with  it  in  sponsoring  a similar  program  in 
this  area. 

Expenses  for  the  Society’s  representative  would 
be  paid  by  AMA. 

A motion  by  Dr.  Hagood  to  send  a represent- 
ative to  the  Maryland  seminar  was  seconded  and 
carried. 

Local  and  Regional  Needs 

Council  gave  very  careful  consideration  to  a 
resolution  which  was  brought  to  its  attention  at 
the  request  of  Dr.  A.  E.  Conner  of  the  Prince 
William  County  Medical  Society.  It  called  at- 
tention to  the  fact  that  certificates  of  need  are 
required  for  certain  hospital  construction  in  Vir- 
ginia and  that  regional  comprehensive  planning 
councils  are  directly  concerned  with  initial 
studies  and  recommendations.  It  went  on  to 
state  that  such  councils  are  oriented  regionally 
rather  than  locally  and  that  a very  serious  ques- 
tion exists  concerning  local  versus  regional  pri- 
orities. 


As  a result,  the  resolution  requested  The  Med- 
ical Society  of  Virginia  to  develop  policy  posi- 
tions on  several  questions  involving  the  local- 
regional  priority  controversy.  These  policies, 
once  adopted,  would  be  made  known  to  the 
Commissioner  of  Health. 

Dr.  Hagood  expressed  the  feeling  that  the 
Society  should  have  a Commission  on  Socio- 
Economic  Affairs  which  could  review  matters  of 
this  kind.  He  then  introduced  a motion  which 
would  refer  Dr.  Conner’s  request  to  the  Legisla- 
tive Committee.  The  motion  was  seconded. 

During  the  ensuing  discussion,  Dr.  Kuykendall 
called  Council’s  attention  to  the  fact  that  the 
House  of  Delegates  had  urged  the  Commissioner 
of  Health  to  obtain  statements  from  medical  so- 
cieties concerned  when  certificates  of  need  are 
being  considered.  The  societies  would  indicate 
whether,  in  their  opinion,  any  medical  advantage 
or  liability  was  likely  to  result  from  the  action 
contemplated. 

Dr.  Ha  good's  motion  was  then  adopted. 

Dr.  Palmer 

The  Virginia  delegation  to  AMA  will  officially 
nominate  Dr.  Richard  Palmer  for  the  office  of 
President-Elect  of  the  American  Medical  Asso- 
ciation during  the  AMA  Annual  Convention  at 
Atlantic  City.  Everyone  agreed  that  the  Society 
should  do  everything  possible  to  bring  about  Dr. 
Palmer’s  election  and  that  such  funds  as  might 
be  necessary  should  be  appropriated.  Past  ex- 
perience would  seem  to  indicate  that  a successful 
campaign  will  cost  between  $3,500-$5,000. 

A motion  by  Dr.  Weyl  to  support  Dr.  Palmer's 
campaign  in  an  amount  not  to  exceed  $5,000  was 
seconded  and  adopted. 

Dr.  Hagood  then  recommended  that  the  Exec- 
utive Committee  do  everything  possible  to  de- 
velop an  effective  campaign. 

Comprehensive  Study  Resolution 

The  House  of  Delegates,  during  its  meeting 
last  November,  requested  that  a resolution  be 
introduced  in  the  AMA  House  of  Delegates  call- 
ing for  a study  of  medical  practice  in  the  United 
States  since  1910— particularly  those  factors 
which  have  led  medicine  down  the  road  toward 
Federalization.  The  resolution  was  introduced  as 
requested  during  the  AMA  interim  session  at 
Portland.  Because  of  the  time  factor  involved, 
however,  the  resolution  was  one  of  seven  sub- 
mitted after  the  official  cutoff  date.  Consequent- 
ly, the  resolutions  required  special  approval  for 
consideration.  Approval  was  denied. 

A motion  to  reintroduce  the  resolution  was 
seconded  but  then  withdrawn  when  it  was 
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learned  that  its  objectives  probably  could  not  be 
realized  within  a reasonable  time  frame. 

A motion  to  postpone  indefinitely  was  then 
seconded  and  adopted. 

Legislative  Review 

Mr.  Osburn  reported  that  the  Legislative  Com- 
mittee has  been  closely  following  more  than  150 
Bills  being  considered  by  the  General  Assembly. 
These  include  Bills  having  to  do  with  acupunc- 
ture, Medical  Practice  Act,  abortions,  charitable 
immunity,  alcohol  and  drug  abuse,  death  with 
dignity,  confiscated  drugs,  the  Blue  Law,  mal- 
practice, etc. 

Mr.  Osburn  stated  that  progress  reports  are 
being  sent  to  key  individuals  over  the  State  and 
that  every  effort  is  being  made  to  keep  the  mem- 
bership informed. 

Request's  for  Information  from 
Social  Security  and  HEW 

It  was  brought  to  Council’s  attention  that  some 
physicians  are  receiving  a good  many  requests 
from  Social  Security  and  HEW  for  detailed  in- 
formation about  disabilities,  black  lung  claims, 
etc.  It  was  indicated  that  each  request  takes  ap- 
proximately two  hours  of  the  physician’s  time. 

As  a result,  Council  had  been  requested  to  con- 
sider the  advisability  of  determining  whether  a 
charge  of  $50.00  for  the  two  hours  involved 
would  be  in  order.  A number  of  suggestions  were 
offered  concerning  possible  time  savers.  It  was 
agreed  that  complying  with  these  requests  poses 
a definite  problem.  Because  of  the  many  factors 
concerned,  Council  did  not  believe  it  was  in  a po- 
sition to  take  specific  action  at  this  time. 

Directory  of  Northern  Virginia  Physicians 

Council  was  advised  that  the  Comprehensive 
Health  Planning  Council  of  Northern  Virginia 
was  attempting  to  develop  a directory  of  North- 
ern Virginia  physicians.  The  directory  is  ap- 
parently planned  to  include  not  only  the  phy- 
sician’s name  and  address,  but  also  his  telephone 
number,  office  hours,  customary  fees,  hospital 
privileges,  degrees,  policies  regarding  acceptance 
of  insurance  reimbursement,  etc. 

It  was  learned  that  the  proposed  directory  is 
of  great  concern  to  many  physicians  in  Northern 
Virginia,  particularly  since  it  appears  to  be  in 
conflict  with  certain  Virginia  statutes.  Another 
hearing  on  the  matter  was  to  be  held  on  Febru- 
ary 13  and  a final  decision  will  likely  be  made 
at  that  time.  Every  one  agreed  that  agencies  such 
as  Comprehensive  Health  Planning  Councils 
should  become  familiar  with  the  medical  aspects 


of  such  matters  before  scheduling  public  hear- 
ings. 

Dr.  Weyl  called  attention  to  Report  C of  the 
AMA  Judicial  Council  which  was  adopted  by 
the  AMA  House  of  Delegates  during  its  recent 
meeting  at  Portland.  That  particular  report 
stated  that  community  professional  directories 
should  not  include  any  “self-aggrandizing  state- 
ment or  qualitative  judgment  regarding  the  phy- 
sician’s skills  or  competence”.  The  American 
Medical  Directory  was  said  to  provide  the  kind 
of  information  that  may  be  properly  listed  in 
national  and  community  directories.  Dr.  Weyl 
then  moved  that  Council  endorse  the  opinions  of 
the  AMA  Judicial  Council  with  reference  to 
community  medical  directories.  The  motion  was 
seconded  and  adopted. 

Dr.  Kuykendall  moved  that  Council  request 
that  Comprehensive  Health  Planning  Councils, 
when  addressing  themselves  to  matters  essentially 
medical  in  nature,  first  consult  with  appropriate 
medical  societies  before  proceeding  with  their 
consideration.  The  motion  was  seconded  and 
carried. 

People-fo-People 

Dr.  Martin  reported  that  arrangements  were 
being  made  for  a group  of  Virginia  physicians 
and  their  wives  to  conduct  a People-to-People 
tour  of  Sweden,  the  Soviet  Union,  Czechoslo- 
vakia, Germany  and  Belgium.  The  tour  will  de- 
part on  September  6 and  will  be  of  three  weeks 
duration.  It  is  restricted  to  38  persons  and  the 
cost  will  be  approximately  $2,000. 

Dr.  Martin  reported  that  the  People-to-People 
Project  is  regarded  quite  favorably  by  the  Stare 
Department  and  has  accomplished  a great  deal  of 
good  during  the  years  of  its  existence. 

Wythe  County  Hospital  Statement 

The  attention  of  Council  was  directed  to  a 
policy  statement  unanimously  approved  by  the 
Wythe  County  Community  Hospital  medical 
staff  and  concurred  in  by  the  staff  of  Southside 
Community  Hospital  at  Farmville.  The  state- 
ment emphasized  that  the  medical  staff  and  other 
hospital  committees  will  not  accept  or  participate 
in  PSRO  functions.  It  went  on  to  state  that 
should  the  hospital  administration  contract  re- 
quire acceptance  of  PSRO  type  of  controls,  the 
Board  should  request  that  Government  provide 
the  physician  manpower  to  administer  PSRO. 
It  made  it  clear  that  the  medical  staff  will  hold 
such  physicians  entirely  responsible  for  any  re- 
sulting increase  in  the  cost  of  hospitalization,  de- 
nial of  benefits  and  rationing  of  services. 

The  policy  statement  was  received  as  a matter 
of  information. 
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Indications:  Pro-Banthme  is  effective  as 
adjunctive  therapy  in  the  treatment  of  peptic 
ulcer.  Dosage  must  be  adjusted  to  the 
individual. 

Contraindications:  Glaucoma,  obstructive 
disease  of  the  gastrointestinal  tract, 
obstructive  uropathy,  intestinal  atony,  toxic 
megacolon,  hiatal  hernia  associated  with 
reflux  esophagitis,  or  unstable  cardiovascular 
adjustment  in  acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac 
disease  should  be  given  this  medication 
with  caution.  Fever  and  possibly  heat  stroke 
may  occur  due  to  anhidrosis. 

Overdosage  may  cause  a curare-like  action, 
with  loss  of  voluntary  muscle  control. 

For  such  patients  prompt  and  continuing 
artificial  respiration  should  be  applied  until 
the  drug  effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate 
obstruction,  and  this  possibility  should  be  con- 
sidered before  administering  Pro-Banthme. 
Precautions:  Since  varying  degrees  of  urinary 
hesitancy  may  be  evidenced  by  elderly  males 
with  prostatic  hypertrophy,  such  patients 
should  be  advised  to  micturate  at  the  time 
of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients 
severely  ill  with  ulcerative  colitis. 

Adverse  Reactions:  Varying  degrees  of 
drying  of  salivary  secretions  may  occur  as 
well  as  mydriasis  and  blurred  vision.  In 
addition  the  following  adverse  reactions  have 
been  reported:  nervousness,  drowsiness, 
dizziness,  insomnia,  headache,  loss  of  the 
sense  of  taste,  nausea,  vomiting,  constipation, 
impotence  and  allergic  dermatitis. 

Dosage  and  Administration:  The 
recommended  daily  dosage  for  adult  oral 
therapy  is  one  15-mg.  tablet  with  meals  and 
two  at  bedtime.  Subsequent  adjustment  to 
the  patient's  requirements  and  tolerance 
must  be  made. 

How  Supplied:  Pro-BanthTne  is  supplied  as 
tablets  of  15  and  7.5  mg.,  as  prolonged- 
acting  tablets  of  30  mg.  and,  for  parenteral 
use,  as  serum-type  vials  of  30  mg. 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 


Address  medical  inquiries  to:  G.  D.  Searle  & Co. 

Medical  Department,  Box  5110,  Chicago,  III.  60680  481 
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"Antiacid”  action 
for  ulcer  patients... 


Pro-BanthTne  is  considered  adjunctive 
in  total  peptic  ulcer  therapy  that  may 
include  diet,  conventional  antacids, 
bed  rest,  and  other  supportive  measures. 
Pro-BanthTne  is  provided  in  several 
different  dosage  forms  which  will  meet 
virtually  any  clinical  need.  It  is  just  as 
versatile  in  filling  patient  needs,  among 
which  are: 

"Antiacid"  action  — Pro-BanthTne® 
(propantheline  bromide)  reduces  gastric 
secretory  volume  and  resting  total  and 
free  acid. 

"Analgesic"  action  — Pro-BanthTne  helps 
to  control  the  acid-spasm-pain  complex. 
Vigorous  anticholinergic  action  — 
Pro-BanthTne®  Vials,  30  mg.,  are  for 
intramuscular  or  intravenous  use  when 
prompt  and  vigorous  anticholinergic 
action  is  required. 

Mild  anticholinergic  action  — 

Pro-BanthTne®  Half  Strength,  7.5  mg. 
tablets,  for  more  exact  adjustment  of 
maintenance  dosage  in  mild  to 
moderate  gastrointestinal  disorders. 


Pro-Banthine 

(propantheline  bromide) 

a good 
option 
in  peptic 
ucer 


one  of  the  many  things  you 
need  in  an  antic holineraic. 


In  most  cases  of 

sustained  moderate  hypertension, 

ALDOMET(methyldopaimsd) 

usually  offers  more 
than  effective  lowering 
of  blood  pressure... 
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With  ALDOMET 
(Methyldopa,  MSD), 
existing  renal  function 
is  usually  unchanged 


ALDOMET  has  no  direct  effect  on  renal 
function.  When  used  in  effective  doses, 
ALDOMET  usually  does  not  reduce  glo- 
merular filtration  rate,  renal  blood  flow, 
or  filtration  fraction. 


With  ALDOMET 
(Methyldopa,  MSD), 
cardiac  output  is 
generally  unchanged 
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ALDOMET  has  no  direct  effect  on  cardiac 
function.  When  ALDOMET  is  used  in  effec- 
tive doses  cardiac  output  is  usually 
maintained  with  no  cardiac  acceleration; 
in  some  patients  the  heart  rate  is  slowed. 


— 
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With  ALDOMET 
(Methyldopa,  MSD), 
symptomatic  postural 
hypotension  is  infrequent 


ALDOMET  reduces  both  supine  and  standing  blood  pressure. 
Less  frequent  symptomatic  postural  hypotension  is  experienced 
with  ALDOMET  than  with  many  other  antihypertensive  agents. 
Exercise  hypotension  and  diurnal  blood  pressure  variations 
rarely  occur. 


to  further 
simplify  therapy 
for  many  patients 


now  available 


ALDOMET500mg 

(METHYLDOPA  MSD) 


• often  more  practical  to  prescribe 

• easier  for  patients  to  remember 

Now  offered  in  addition  to  the  standard 
250-mg  tablet,  the  new  ALDOMET  500  mg 
tablet  is  a patient  convenience.  An  especially 
important  one,  since  in  hypertension  con- 
venience of  the  dosage  schedule  is  one  factor 
that  can  make  the  difference  in  compliance 
of  the  patient.  The  minimum  daily  dose  of 
ALDOMET  is  250  mg  b.i.d.  The  usual  starting 
dose  is  250  mg  t.i.d.  Dosage  is  adjusted  as 
necessary  by  adding  or  deleting  250  mg  or 
500  mg  at  intervals  of  not  less  than  two 
days.  The  maximum  dose  is  3.0  g per  day. 
Examples  of  b.i.d.  or  t.i.d.  dosage  convenience 
provided  by  ALDOMET  500  mg  within  the 
usual  daily  dosage  range  of  500  mg  to  2.0  g: 


for  sustained 
moderate  hypertension 

TABLETS,  250  mg  and  500  mg 

ALDOMET 

(METHYLDOPAIMSD) 

a unique  antihypertensive  agent 


Contraindications  include  active  hepatic  disease  and  known 
sensitivity  to  the  drug.  Use  with  caution  in  patients  with  a history 
of  liver  disease  or  dysfunction.  Not  recommended  in  phe- 
ochromocytoma  or  pregnancy. 

It  is  important  to  recognize  that  a positive  Coombs  test, 
hemolytic  anemia,  and  liver  disorders  may  occurwith  methyl- 
dopa therapy.  The  rare  occurrences  of  hemolytic  anemia 
or  liver  disorders  could  lead  to  potentially  fatal  complications 
unless  properly  recognized  and  managed.  For  more  details  see 
the  brief  summary  of  prescribing  information. 
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For  a brief  summary  of  prescribing  information,  please  see  following  page. 
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daily 

dose 


1.5-g 

daily 

dose 


2.0-g 

daily 

dose 


^ ALDOMET 500 mg 

C Methyldopa  /MSD) 


ALDOMET 500 mg 

C Methyldopa  /MSD) 


s/g  one  tablet  t id 


^ALDOMET 500 mg 

C Methyldopa  / MSD) 


^ ALDOMET 500 mg 

( Methyldopa  / MSD) 


s/g  one  table  tq  id. 


NOTE:  Tablets  shown  are  not  actual  size. 


in  sustained  moderate  hypertension 

ALDOMET(methyldopaimsd) 

usually  lowers  blood 
pressure  effectively 


Contraindications:  Active  hepatic  disease,  such  as 
acute  hepatitis  and  active  cirrhosis.  Known  sensi- 
tivity. Not  recommended  in  pheochromocytoma. 
Unsuitable  in  mild  or  labile  hypertension  respon- 
sive to  mild  sedation  or  thiazide  therapy.  Use  cau- 
tiously in  patients  with  history  of  previous  liver 
disease  or  dysfunction. 

Warnings:  It  is  important  to  recognize  that  a posi- 
tive Coombs  test,  hemolytic  anemia,  and  liver  dis- 
orders may  occur  with  methyldopa  therapy.  The 
rare  occurrences  of  hemolytic  anemia  or  liver  dis- 
orders could  lead  to  potentially  fatal  complications 
unless  properly  recognized  and  managed.  Read  this 
section  carefully  to  understand  these  reactions. 

With  prolonged  methyldopa  therapy,  10%  to  20% 
of  patients  develop  a positive  direct  Coombs  test, 
usually  between  six  and  twelve  months  of  therapy. 
Lowest  incidence  is  at  daily  dosage  of  1 g or  less. 
This  on  rare  occasions  may  be  associated  with 
hemolytic  anemia,  which  could  lead  to  potentially 
fatal  complications.  One  cannot  predict  which 
patients  with  a positive  direct  Coombs  test  may  de- 
velop hemolytic  anemia.  Prior  existence  or  devel- 
opment of  a positive  direct  Coombs  test  is  not  in 
itself  a contraindication  to  use  of  methyldopa.  If  a 
positive  Coombs  test  develops  during  methyldopa 
therapy,  determine  whether  hemolytic  anemia  ex- 
ists and  whether  the  positive  Coombs  test  may  be 
a problem.  For  example,  in  addition  to  a positive 
direct  Coombs  test  there  is  less  often  a positive 
indirect  Coombs  test  which  may  interfere  with 
cross  matching  of  blood. 

At  the  start  of  methyldopa  therapy,  it  is  desirable 
to  do  a blood  count  (hematocrit,  hemoglobin,  or 
red  cell  count)  for  a baseline  or  to  establish 
whether  there  is  anemia.  Periodic  blood  counts 
should  be  done  during  therapy  to  detect  hemolytic 
anemia.  It  may  be  useful  to  do  a direct  Coombs 
test  before  therapy  and  at  six  and  twelve  months 
after  the  start  of  therapy.  If  Coombs-positive  hemo- 
lytic anemia  occurs,  the  cause  may  be  methyldopa 
and  the  drug  should  be  discontinued.  Usually  the 
anemia  remits  promptly.  If  not,  corticosteroids 
may  be  given  and  other  causes  of  anemia  should 
be  considered.  If  the  hemolytic  anemia  is  related 
to  methyldopa,  the  drug  should  not  be  reinstituted. 
When  methyldopa  causes  Coombs  positivity  alone 
or  with  hemolytic  anemia,  the  red  cell  is  usually 
coated  with  gamma  globulin  of  the  IgG  (gamma  G) 
class  only.  The  positive  Coombs  test  may  not  re- 
vert to  normal  until  weeks  to  months  after  meth- 
yldopa is  stopped. 

Should  the  need  for  transfusion  arise  in  a patient 
receiving  methyldopa,  both  a direct  and  an  indirect 


Coombs  test  should  be  performed  on  his  blood.  In 
the  absence  of  hemolytic  anemia,  usually  only  the 
direct  Coombs  test  will  be  positive.  A positive  di- 
rect Coombs  test  alone  will  not  interfere  with 
typing  or  cross  matching.  If  the  indirect  Coombs 
test  is  also  positive,  problems  may  arise  in  the 
major  cross  match  and  the  assistance  of  a hema- 
tologist or  transfusion  expert  will  be  needed. 

Fever  has  occurred  within  first  three  weeks  of 
therapy,  sometimes  with  eosinophilia  or  abnor- 
malities in  liver  function  tests,  such  as  serum  al- 
kaline phosphatase,  serum  transaminases  (SGOT, 
SGPT),  bilirubin,  cephalin  cholesterol  flocculation, 
prothrombin  time,  and  bromsulphalein  retention. 
Jaundice,  with  or  without  fever,  may  occur,  with 
onset  usually  in  the  first  two  to  three  months  of 
therapy.  In  some  patients  the  findings  are  con- 
sistent with  those  of  cholestasis.  Rarely  fatal 
hepatic  necrosis  has  been  reported.  These  hepatic 
changes  may  represent  hypersensitivity  reactions; 
periodic  determination  of  hepatic  function  should 
be  done  particularly  during  the  first  six  to  twelve 
weeks  of  therapy  or  whenever  an  unexplained  fever 
occurs.  If  fever,  abnormalities  in  liver  function 
tests,  or  jaundice  appear,  stop  therapy  with  methyl- 
dopa. If  caused  by  methyldopa,  the  temperature 
and  abnormalities  in  liver  function  characteris- 
tically have  reverted  to  normal  when  the  drug  was 
discontinued.  Methyldopa  should  not  be  reinstituted 
in  such  patients. 

Rarely,  reversible  reduction  in  leukocyte  count 
with  primary  effect  on  granulocytes  has  been  seen. 
Reversible  thrombocytopenia  has  occurred  rarely. 
When  used  with  other  antihypertensive  drugs,  po- 
tentiation of  antihypertensive  effect  may  occur. 

Use  in  Pregnancy  and  Childbearing  /tye-Not  rec- 
ommended in  pregnancy.  In  women  of  childbearing 
age,  weigh  potential  benefits  against  possible 
fetal  hazards. 

Precautions:  Methyldopa  may  interfere  with  mea- 
surement of:  uric  acid  by  the  phosphotungstate 
method,  creatinine  by  the  alkaline  picrate  method, 
and  SGOT  by  colorimetric  methods.  Since  methyl- 
dopa causes  fluorescence  in  urine  samples  at  the 
same  wavelengths  as  catecholamines,  spuriously 
high  levels  of  urinary  catecholamines  may  be  re- 
ported. This  will  interfere  with  the  diagnosis  of 
pheochromocytoma.  Stop  drug  if  involuntary  cho- 
reoathetotic  movements  occur  in  patients  with 
severe  bilateral  cerebrovascular  disease.  Patients 
may  require  reduced  doses  of  anesthetics;  hypo- 
tension occurring  during  anesthesia  usually  can  be 
controlled  with  vasopressors.  Hypertension  has  oc- 
curred after  dialysis  in  patients  on  methyldopa 
because  the  drug  is  removed  by  this  procedure. 


Adverse  Reactions:  Sedation,  usually  transient,  may 
be  seen  during  initial  therapy  or  when  dosage  is 
increased.  Headache,  asthenia,  or  weakness  may 
be  noted  as  early,  transient  symptoms.  Symptoms 
associated  with  effective  lowering  of  blood  pres- 
sure are  occasionally  seen  and  include  dizziness, 
lightheadedness,  and  symptoms  of  cerebrovascular 
insufficiency.  Angina  pectoris  may  be  aggravated. 
Symptoms  of  orthostatic  hypotension  may  occur; 
if  symptoms  occur,  reduction  of  dosage  is  sug- 
gested. Bradycardia,  nasal  stuffiness,  mild  dryness  i 
of  mouth,  and  gastrointestinal  symptoms  including 
distention,  constipation,  flatus,  and  diarrhea  occur 
occasionally;  these  generally  can  be  relieved  by 
reducing  dosage.  Nausea  and  vomiting  have  been 
reported  in  only  a few  patients.  Sore  tongue  or  [ 
“black  tongue,”  pancreatitis,  and  inflammation  of 
salivary  glands  may  occur. 

Weight  gain  and  edema  occur  infrequently  and  are 
relieved  by  administering  a thiazide  diuretic;  if 
edema  progresses  or  signs  of  pulmonary  conges- 
tion appear,  discontinue  drug.  A rise  in  BUN  has 
been  observed.  Other  rare  reactions  include  breast 
enlargement,  lactation,  impotence,  decreased 
libido,  skin  rash,  mild  arthralgia,  myalgia,  pares- 
thesias, Bell's  palsy,  parkinsonism,  psychic  dis- 
turbances including  nightmares,  reversible  mild 
psychoses  or  depression.  Urine  exposed  to  air 
after  voiding  may  darken  because  of  breakdown  of 
methyldopa  or  its  metabolites. 

Note:  Dosage  should  be  limited  initially  to  500  mg 
daily  when  following  previous  antihypertensive 
agents  other  than  thiazides.  Maximal  recommended 
daily  dose  is  3.0  g.  Patients  with  impaired  renal 
function  may  respond_to  smaller  doses  than  pa- 
tients with  normal  kfdney  function.  Syncope  in 
older  patients  has  been  related  to  increased  sensi- 
tivity in  those  with  advanced  arteriosclerotic  vas- 
cular disease;  this  may  be  avoided  by  lower  doses. 
Tolerance  occasionally  seen  either  early  or  late, 
but  more  likely  between  second  and  third  month 
after  initiation  of  therapy;  increased  dosage  or 
combined  therapy  with  a thiazide  frequently  re- 
stores effective  control. 

How  Supplied:  Tablets,  containing  250  mg  methyl- 
dopa each,  in  single-unit  packages  of  100  and  bot- 
tles of  100  and  1000;  Tablets,  containing  500  mg 
methyldopa  each,  in  single-unit  packages  of  100 
and  bottles  of  100. 

For  more  detailed  information,  consult  your  MSD 
representative  or  see  full  prescribing  information. 
Merck  Sharp  & Dohme,  Division  of  Merck  & Co.,  INC., 
West  Point,  Pa.  19486 
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Congressional  Luncheon 

The  advisability  of  once  again  holding  a Con- 
gressional luncheon  in  Washington  was  discussed. 
Everyone  agreed  that  the  luncheons  have  been 
invaluable  and  have  contributed  greatly  to  the 
excellent  working  relationship  the  Society  en- 
joys with  Virginia’s  Congressional  delegation. 
The  luncheons  are  usually  held  in  late  April  or 
early  May  and  the  total  cost  is  approximately 
$200.00. 

A motion  by  Dr.  Davis  to  again  sponsor  a Con- 
gressional luncheon  was  seconded  and  adopted. 

AMA  Assessment 

When  the  AMA  House  of  Delegates  met  in 
Portland  last  November  it  authorized  a special 
assessment  of  $60.00  for  1975.  This  decision  did 
not  come  easily  and  was  made  only  after  the 
House  was  convinced  that  it  had  no  alternative. 

Dr.  Hotchkiss  confirmed  that  AMA  does  have 
a serious  financial  crisis  on  its  hands  and  that  the 
Board  of  Trustees  has  been  forced  to  take  ex- 
treme measures  in  order  to  avert  economic  dis- 
aster. He  expressed  the  hope  that  all  members 
of  AMA  would  support  the  organization  in  its 
hour  of  trial. 

Next  Meeting  of  Council 

A motion  by  Dr.  Davis  to  hold  the  next  meet- 
ing of  Council  in  Richmond  was  seconded  and 
adopted. 

Professional  Liability 

Virginia  physicians,  like  those  over  the  Na- 
tion, are  becoming  increasingly  concerned  over 
the  steadily  diminishing  market  for  professional 
liability  insurance.  Even  so,  Virginia  remains  in 
a much  better  position  than  many  of  its  neigh- 
bors. 

It  was  the  consensus  that  the  Society  should 
be  looking  far  enough  ahead  to  prevent  the  un- 
expected from  happening.  Since  98%  of  the 
membership  participates  in  the  Society-sponsored 
program,  termination  for  any  cause  could  pro- 
duce chaos. 

It  was  moved  by  Dr.  Weyl  that  a special  com- 
mittee be  appointed  for  the  specific  purpose  of 
exploring  ways  and  means  of  dealing  with  the 
professional  liability  problem.  It  was  stressed 
that  alternatives  considered  should  be  those 
which  would  protect  profession  and  public  alike. 
The  motion  was  seconded  and  adopted. 

Pediatric  Nurse  Practitioners 

The  School  of  Nursing  and  School  of  Medicine 
at  MCV  arc  planning  a program  to  prepare  pedi- 


atric nurse  practitioners.  Federal  funding  has 
been  requested  and  applicants  must  be  able  to 
show  that  a definite  need  exists  in  this  State  for 
such  practitioners.  The  Medical  Society  of  Vir- 
ginia has  been  requested  to  submit  a letter  indi- 
cating its  support  of  such  a program— listing  the 
reasons  it  believes  the  State  needs  pediatric  nurse 
practitioners. 

It  was  the  consensus  that  the  matter  should  be 
considered  quite  carefully  by  an  appropriate 
committee.  A motion  by  Dr.  Martin  that  it  be 
referred  to  the  Child  Health  Committee  with 
power  to  act  as  it  believes  advisable  was  seconded 
and  adopted. 

Supplemental  Travel  Program 

Although  the  Society  will  sponsor  a Western 
Mediterranean  Adventure  in  April,  it  has  recent- 
ly been  requested  to  assist  the  South  Carolina 
Medical  Association  in  filling  one  aircraft  for  a 
two- week  trip  to  the  British  Isles  in  July.  The 
thought  was  expressed  that  such  a trip  might 
prove  attractive  to  those  unable  to  take  advantage 
of  the  earlier  tour. 

A motion  by  Dr.  Martin  to  join  the  South 
Carolina  Medical  Association  for  the  trip  to  the 
British  Isles  was  seconded  and  adopted. 

National  Health  Planning  and 
Resource  Development  Act 

It  has  been  generally  agreed  that  this  particular 
Act,  recently  signed  into  law  by  the  President, 
poses  a tremendous  threat  to  medicine.  It  will, 
among  other  things,  usurp  authority  which  prop- 
erly belongs  to  the  states  and  place  it  in  the  hands 
of  the  Secretary  of  HEW.  Agencies  such  as 
those  concerned  with  comprehensive  health  plan- 
ning and  regional  medical  programs  will  be  abol- 
ished and  new  regional  agencies  established.  The 
State  will  be  divided  into  health  service  areas  and 
recommendations  concerning  this  division  must 
be  submitted  by  interested  parties  before  May  1. 

It  was  then  moved  by  Dr.  Weyl  that  the  ques- 
tion of  Society  involvement  should  be  referred 
to  the  Executive  Committee.  The  motion  was 
seconded  and  adopted. 

Tax  Deferred  Annuity  Program 

The  new  Pension  Reform  Law  recently 
adopted  by  the  Congress  requires  that  certain 
actions  be  taken  by  most  retirement  programs— 
including  appointment  of  fiduciaries,  etc.  Inas- 
much as  the  requirements  are  not  yet  completely 
clear,  Council  was  requested  to  grant  the  Presi- 
dent and  Executive  Committee  authority  to  act 
in  its  behalf  should  the  necessity  arise.  A mo- 
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tion  granting  the  President  and  Executive  Com- 
mittee this  authority  was  seconded  and  adopted. 

Baskerville  Reception  Center 

The  Medical  Society  of  Virginia  has  been  re- 
quested to  express  support  of  a proposed  Recep- 
tion and  Classification  Center  in  Baskerville.  The 
proposal  has  the  backing  of  the  South  Hill  Cham- 
ber of  Commerce  and  other  civic  and  professional 
groups  in  that  particular  area. 

After  discussing  the  matter  at  some  length,  it 
was  determined  that  the  Society  did  not  possess 
sufficient  information  to  enable  it  to  make  a 
definite  recommendation  at  this  time. 

By-Laws 

Dr.  Hagood  presented  a brief  report  on  ac- 
tions of  the  House  of  Delegates  in  November 
and  what  had  transpired  with  reference  to  im- 
plementation since  that  time.  He  also  commented 
on  duties  of  the  Committee  on  By-Laws  and 
discussed  certain  changes  he  believes  should  be 
made  in  Article  XI,  Section  6.  His  proposed 
amendment  would,  among  other  things,  require 
the  Committee  to  make  an  annual  report  to  the 
House.  The  amendment  would  also  make  it 
clear  that  a member  of  the  Society  shall  not  be 
precluded  from  proposing  new  By-Laws  or 
amendments. 

There  being  no  further  business,  the  meeting 
was  adjourned. 

Robert  I.  Howard,  Secretary 

APPROVED: 

William  R.  Hill,  M.D.,  President 


A special  meeting  of  Council  of  The  Medical 
Society  of  Virginia  was  held  at  Richmond’s 
Hyatt  House  on  Saturday,  March  22. 

Members  Present:  Dr.  William  R.  Hill,  Dr. 
Raymond  S.  Brown,  Dr.  John  A.  Martin,  Dr.  An- 
thony J.  Munoz,  Dr.  William  J.  Hagood,  Jr.,  Dr. 
Harold  L.  Williams,  Dr.  Carrington  Williams, 
Jr.,  Dr.  Gordon  G.  Birdsong,  Dr.  Girard  V. 
Thompson,  Sr.,  Dr.  H.  C.  Alexander,  III,  Dr. 
Harry  C.  Kuykendall,  Dr.  James  Hal  Smith,  Dr. 
W.  Leonard  Weyl  and  Dr.  Harrv  J.  Warthen. 

Others  Present:  Dr.  Duncan  S.  Owen,  Jr.,  2nd 
Vice-President;  Dr.  George  S.  Mitchell,  Jr.,  3rd 
Vice-President;  Dr.  K.  K.  Wallace,  Jr.,  Vice- 
Speaker;  Dr.  William  Stewart  Burton,  Dr.  Ger- 
vas  S.  Taylor,  Jr.,  Dr.  Charles  M.  Caravati,  Jr., 
Dr.  Nicholas  G.  Colletti  and  Dr.  J.  William  Gie- 
sen,  Vice-Councilors;  Dr.  William  S.  Hotchkiss 
and  Dr.  F.  Ashton  Carmines,  AMA  Delegates; 


Dr.  Percy  Wootton,  Alternate  AMA  Delegate; 
Dr.  Eugene  R.  Perez,  Executive  Director,  Vir- 
ginia Regional  Medical  Program;  and  Mr.  Wil- 
liam R.  Miller,  Attorney. 

Insurance  Commissioner 

Council  was  advised  that  representatives  of  the 
Society  had  met  with  the  Deputy  Insurance 
Commissioner  on  Wednesday,  March  19.  Dr. 
Hill,- Dr.  Williams,  Mr.  Miller  and  Mr.  Moore 
visited  with  the  Commissioner  in  order  to  bring 
him  up  to  date  on  the  Society’s  activities  with 
respect  to  professional  liability. 

Mr.  Miller  reported  that  the  Commissioner  had 
received  St.  Paul’s  proposal  to  write  “claims 
made”  policies  and  that  approval  had  been 
granted  pending  the  filing  of  an  acceptable  pre- 
mium rate  schedule.  It  was  brought  out  that  the 
Society  can  challenge  the  proposed  schedule  of 
premiums  should  it,  for  any  reason,  find  the  rates 
unacceptable.  Also  brought  out  was  the  fact  that 
St.  Paul’s  rates  are  based  on  Virginia  experience. 
National  experience  is  used  for  the  purpose  of 
planning  ahead,  establishing  certain  safeguards, 
etc.  Mr.  Miller  went  on  to  say  that  the  Society 
is  fortunate  in  that  it  has  developed  and  main- 
tained a most  cordial  working  relationship  with 
St.  Paul  since  its  program  was  implemented  in 
1956.  It  was  pointed  out,  however,  that  there 
exists  no  Virginia  statute  which  would  prevent 
St.  Paul  from  withdrawing  from  the  market 
should  it  ever  reach  that  decision. 

It  was  the  feeling  of  those  who  met  with  the 
Commissioner  that  he  could  see  no  real  basis  for 
opposing  the  proposed  claims  made  policy. 

Special  Committee 

Dr.  Brown,  Chairman  of  a special  committee 
appointed  for  the  purpose  of  studying  and  recom- 
mending possible  alternatives  to  our  present  sys- 
tem of  professional  liability  coverage,  advised 
Council  concerning  his  findings  thus  far  and 
plans  for  the  future.  He  stated  that  the  malprac- 
tice problem  could  be  attributed  to  a number  of 
factors— including  consumerism,  media  influence, 
expertise  and  new  techniques  on  the  part  of 
claims  attorneys,  increased  awareness  of  legal 
rights,  etc.  He  made  the  observation  that  pro- 
fessional liability  insurance  seems  to  have  passed 
the  point  where  it  was  essentially  a protection 
for  the  physician.  Rather,  the  emphasis  seems 
to  be  on  compensation.  Dr.  Brown  went  on  to 
say  that  although  there  are  those  who  feel  that 
an  insurance  program  organized  and  adminis- 
tered solely  by  the  Society  is  the  answer,  the 
opposite  viewpoint  is  taken  by  the  professionals. 
He  pointed  out  that  there  remain  only  eight  com- 
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panies  writing  professional  liability  across  the 
nation.  There  are  several  others  in  the  process 
of  withdrawing  from  the  market. 

Dr.  Brown  expressed  concern  over  the  fact 
that,  in  many  instances,  the  plaintiff  receives  a 
maximum  of  27%  of  the  award.  The  remainder 
goes  for  attorney’s  fees,  costs,  etc.  The  thought 
was  expressed  that  contingency  fees  should  per- 
haps be  regulated  through  utilization  of  a sliding 
scale. 

It  was  Dr.  Brown’s  opinion  that  binding  arbi- 
tration is  a possibility  which  must  not  be  over- 
looked. It  has  worked  fairly  successfully  in  areas 
where  it  has  been  tried  and  the  patient  normally 
has  60  days  after  leaving  the  hospital  in  which  to 
change  his  or  her  mind.  Another  possibility  is 
that  of  setting  up  a medical  injury  compensation 
award  system.  It  was  mentioned,  however,  that 
there  are  those  who  believe  that  such  a system 
could  lead  to  an  unprecedented  number  of  claims. 
Also  cited  as  a possible  answer  would  be  the  lim- 
iting of  punitive  damages. 

Other  possibilities  mentioned  bv  Dr.  Brown 
were  the  elimination  of  publicity  involving  the 
dollar  amount  of  a suit,  the  use  of  trust  funds 
when  an  award  is  granted,  limitations  on  awards, 
establishment  of  assigned  risk  pools,  better  de- 
fined standards  for  informed  consent  and  a re- 
quirement that  a medical  guarantee  not  be  con- 
sidered unless  it  had  been  stated  in  writing.  The 
thought  was  expressed  that  perhaps  the  physi- 
cian should  have  the  right  to  countersue  before 
the  case  against  him  is  finally  decided. 

The  attention  of  Council  was  called  to  the  fact 
that  A.MA  has  been  quite  critical  of  the  claims 
made  approach  and  that  St.  Paul  had  requested 
that  its  response  be  published  in  the  American 
Medical  NEWS. 

Insurance  Committee 

Dr.  Giesen,  Chairman  of  the  Insurance  Com- 
mittee, reported  on  a meeting  with  St.  Paul  offi- 
cials the  day  before.  He  stated  that  the  claims 
made  policy  had  been  discussed  in  great  detail 
and  that  St.  Paul  had  made  it  quite  clear  that 
should  it  not  be  permitted  to  write  such  cover- 
age, the  Company  would  withdraw  from  the  pro- 
fessional liability  market  on  July  1.  Dr.  Giesen 
went  on  to  discuss  the  claims  made  approach  and 
indicated  that  the  two  key  factors  were  the  so- 
called  retroactive  date  and  the  reporting  endorse- 
ment. The  retroactive  date  is  the  first  day  the 
physician  is  covered  under  a claims  made  policy. 
The  reporting  endorsement  is  available  to  the 
physician  upon  retirement  and  is  payable  in  three 
annual  installments.  The  physician  would  then 
be  covered  for  the  remainder  of  his  life. 


It  was  learned  that  a disability  rider  is  also 
available— a fact  which  will  interest  those  physi- 
cians who  have  raised  questions  concerning  ill- 
ness immediately  following  retirement.  The  dis- 
ability rider  would,  however,  have  to  be  pur- 
chased prior  to  that  time. 

Dr.  Giesen  indicated  that  St.  Paul  will,  in  the 
future,  use  seven  risk  categories  rather  than  the 
present  five.  These  would  be  virtually  the  same 
categories  established  by  the  National  Bureau  of 
Casualty  Underwriters. 

In  answer  to  a question  concerning  the  lia- 
bility of  a physician’s  estate,  it  was  learned  that 
the  estate  could  purchase  a reporting  endorse- 
ment on  a single  premium  basis.  This  concession 
is  made  in  order  not  to  delay  settlement  of  an 
estate. 

Dr.  Giesen  reported  that  St.  Paul,  from  this 
point  on,  will  reserve  unto  itself  the  right  to 
settle  a claim— regardless  of  the  wish  of  the  phy- 
sician. It  was  emphasized,  however,  that  this 
would  be  done  only  in  exceptional  cases. 

Council  was  then  advised  that  primary  cover- 
age under  the  Society’s  program  would  be  re- 
stricted to  not  more  than  $100,000-5300,000  lim- 
its. Excess  limits  would  be  restricted  to  $1,000,- 
000.  Some  concern  was  expressed  over  the  fact 
that  excess  limits  coverage  would  not  be  avail- 
able to  those  members  switching  their  coverage 
from  another  carrier  to  St.  Paul.  It  would,  how- 
ever, be  available  to  the  physician  just  entering 
practice,  to  the  physician  coming  into  a partner- 
ship or  professional  corporation  which  already 
has  the  excess  limits  coverage  in  effect,  and  to 
the  physician  coming  into  Virginia  for  the  first 
time. 

Dr.  Giesen  reported  that  his  Committee  rec- 
ommends that  the  St.  Paul  proposal  he  approved. 
While  there  is  undoubtedly  some  apprehension 
concerning  the  claims  made  approach,  it  would 
appear  to  be  something  with  which  the  physician 
can  live  until  a better  alternative  is  developed. 
It  was  also  reported  that  St.  Paul  believed  that 
the  Joint  Medico-Legal  Screening  Panel  has  out- 
lived its  usefulness  and  should  be  phased  our. 

There  followed  considerable  discussion  during 
which  it  was  brought  out  that  the  reporting  en- 
dorsement has  been  guaranteed  by  St.  Paul  offi- 
cials. It  was  urged,  however,  that  language  to 
this  effect  be  written  into  the  policy  contract 
itself.  Also  brought  out  was  the  fact  that  prob- 
lems being  encountered  by  Maryland  and  North 
Carolina  are  considerably  different  than  our  prob- 
lems in  Virginia  and  that  we  are  most  fortunate 
in  this  regard. 

The  ability  of  the  foreign  graduate  to  obtain 
coverage  was  discussed  and  it  was  stated  that 
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each  case  would  he  handled  on  an  individual  ba- 
sis. Council  was  assured  that,  thus  far,  members 
who  graduated  from  foreign  medical  schools 
have  been  able  to  obtain  the  coverage  they  need. 

The  plight  of  the  senior  physician  was  also 
discussed  and,  once  again,  it  was  learned  that  each 
case  is  decided  on  its  own  merits.  Thus  far,  most 
senior  physicians  have  been  able  to  obtain  ade- 
quate coverage. 

Dr.  Carrington  Williams,  in  commenting  fur- 
ther on  the  meeting  with  the  Deputy  Insurance 
Commissioner,  expressed  the  opinion  that  the 
carrier  was  trying  to  be  just  as  fair  as  possible. 
He  pointed  out  that  in  1974  St.  Paul  lost  in  ex- 
cess of  $23,000,000  on  professional  liability  alone. 
At  the  present  time,  there  is  one  suit  in  Vir- 
ginia for  each  11.5  physicians. 

It  was  the  consensus  that  The  Medical  Society 
of  Virginia  should  do  everything  in  its  power  to 
see  that  all  members  receive  adequate  coverage— 
particularly  where  excess  limits  are  concerned. 

It  was  requested  that  the  Society  compile  cer- 
tain vital  statistics  on  the  program  in  Virginia— 
particularly  the  number  of  physicians  having 
primary  coverage  and  those  covered  by  excess 
limits.  The  number  of  claims  was  also  considered 
important  as  was  the  dollar  amounts  involved. 
It  was  suggested  that  the  Society  determine  ex- 
actly what  it  would  like  St.  Paul  to  include  in 
its  contract  and  so  advise. 

It  was  then  moved  by  Dr.  Kuykendall  that  the 
report  of  the  Insurance  Committee  be  accepted. 
The  motion  was  seconded  and  carried. 

A motion  was  then  offered  by  Dr.  Weyl 
which  would  authorize  the  President  to  negoti- 
ate with  St.  Paul  a professional  liability  contract 
for  all  members  of  the  Society.  The  motion  was 
seconded  and  adopted. 

Dr.  Hagood  then  expressed  the  opinion  that 
it  would  be  better  for  the  Society  to  implement 
a system  involving  commissions,  rather  than  al- 
ways working  through  ad  hoc  committees.  He 
felt  that  bv  having  designated  areas  of  responsi- 
bility, the  commission  chairman  would  he  in  a 
position  to  anticipate  particular  problems  before 
they  actually  reached  the  crisis  stage. 

A question  was  raised  concerning  professional 
liability  coverage  for  other  professions  and  Mr. 
Hatcher,  representing  St.  Paul,  stated  that  pre- 
mium rates  were  increasing  for  those  groups  as 
well.  It  was  noted  that  liability  premium  rates 
for  hospitals  increased  nearly  700%  when  charit- 
able immunity  was  abolished. 

Joint  Screening  Panel 

Council  next  turned  its  attention  to  the  recom- 
mendation that  the  Joint  Medico- Legal  Panel  for 


screening  medical  malpractice  cases  be  termi- 
nated. There  was  some  feeling  that  the  Panel, 
through  no  fault  of  its  own,  was  not  hearing 
enough  cases  to  make  any  noticeable  impact  on 
the  professional  liability  situation  in  Virginia. 

Dr.  Munoz  expressed  the  feeling  that  the  mat- 
ter should  properly  be  considered  first  by  the 
Liaison  Committee  to  the  State  Bar  and  his  mo- 
tion calling  for  a study  by  that  Committee , along 
with  its  recommendations,  was  seconded  and 
adopted. 

Health  Service  Areas 

Council  was  reminded  that  the  Governor  must 
soon  make  known  to  HEW  his  recommendations 
concerning  health  service  areas  under  the  new 
National  Health  Planning,  Resources  Develop- 
ment Act.  He  is  expecting  Dr.  Shanholtz  to  ad- 
vise him  concerning  the  recommendations  of 
The  Medical  Society  of  Virginia  and  other  in- 
terested and  involved  organizations. 

Dr.  Perez  and  Mr.  Vaughan,  representing  the 
Virginia  Regional  Medical  Program,  presented 
some  thoughts  on  the  subject  for  Council’s  con- 
sideration. It  was  believed  that,  for  the  most 
part,  Virginia  would  be  better  off  if  it  adhered 
as  much  as  possible  to  the  five  PSRO  regions. 
Everyone  agreed  that  our  big  objective  should 
be  to  preserve  the  territorial  and  political  in- 
tegrity of  the  State. 

Attention  was  called  to  the  large  area  included 
in  PSRO  Region  3.  It  was  learned  that  Regions 
can  be  subdivided  should  it  be  considered  ad- 
visable. Brought  out  was  the  fact  that  Blue  Cross 
has  indicated  rather  definitely  that  it  prefers 
seven  areas  rather  than  five.  There  was  some 
thought,  however,  that  the  Virginia  Hospital  As- 
sociation would  quite  likely  approve  the  five 
area  concept. 

Following  considerable  discussion  during 
which  the  pros  and  cons  of  subdividing  PSRO 
Regions  3 and  5 were  considered.  Council 
adopted  a motion  by  Dr.  Munoz  that  it  recom- 
mend five  health  service  areas  for  Virginia— these 
areas  to  coincide  with  existing  PSRO  Regions. 

Next  Meeting  of  Council 

It  was  decided  that  the  next  meeting  of  Coun- 
cil should  be  held  in  Richmond  on  Thursday, 
May  22. 

There  being  no  further  business,  the  meeting 
was  adjourned. 

Robert  I.  Howard,  Secretary 

APPROVED: 

William  R.  Hill,  M.D.,  President 
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President Mrs.  Randolph  H.  Hoge 

President-Elect . .Mrs.  Harold  L.  Williams,  Jr. 

Vice-Presidents Mrs.  William  N.  Gordge 

Mrs.  L.  C.  Strong,  Jr. 
Mrs.  Richard  F.  Clark 

Recording  Secretary Mrs.  Charles  C.  Freed 

Corresponding  Secretary 

Mrs.  F.  Sterling  Davis,  Jr. 


Treasurer Mrs.  Charles  G.  Smith 

Publicity Mrs.  William  A.  Cook,  Jr. 


Cooperation  in  Compassion 

The  medical  mission  work  of  all  voluntary 
agencies  has  been  severely  handicapped  by  the 
Internal  Revenue  Code  legislation  of  1969. 
This  restricted  the  ability  of  corporations  to 
contribute  large  quantities  of  their  products  as 
had  been  possible  prior  to  1969.  No  longer 
could  they  take  fair  market  value  of  goods 
donated  as  an  income-tax  deduction;  they  were 
allowed  simply  cost  of  product.  This  made 
no  allowance  for  overhead,  packaging,  handl- 
ing, transportation,  etc.  Now,  in  making  large 
donations,  corporations  have  to  allow  for  a 
cash  outlay  along  with  the  considerable  goods 
donated.  Many  could  not  do  this,  so  our  vol- 
untary agencies  have  lost  an  estimated  $50 
million  in  donated  goods  each  year  since  1970. 

To  correct  this  situation,  two  bills  have  been 
introduced  in  Congress  to  permit  corporations 
to  have  an  income-tax  deduction  of  50%  of 
the  excess  of  fair  market  value  on  goods  do- 
nated to  our  medical  agencies.  This  will  not 
bring  it  back  to  the  pre-1969  status,  but  will 
considerably  improve  the  flow  of  much- 
needed  supplies. 

Your  help  is  urgently  needed  to  ensure  pas- 
sage of  this  legislation.  Will  you  write  to 
Congressman  A1  Ullman,  chairman  of  the 
House  Ways  and  Means  Committee,  and  to 
the  Congressman  of  your  own  district?  En- 
courage your  doctor,  husband,  friends  to 
write. 


The  bills  are  HR2808,  introduced  by  Con- 
gressman Hugh  Carey  (D)  of  New  York  and 
HR5491,  introduced  by  Congressman  Barber 
Conable  (R)  of  New  York.  The  bills  are 
identical,  making  it  bi-partisan  legislation.  Any 
loss  of  tax  revenue  to  the  United  States  result- 
ing from  this  legislation  will  be  a minute  in- 
vestment when  the  total  impact  and  the  return 
in  good  will  are  considered. 

Please  express  your  support  of  these  bills, 
the  intent  and  purpose  of  which  is  to  provide 
more  aid  to  the  suffering  and  needy  of  the 
world. 

Cyndy  Bernart 

(Mrs.  Wm.  F.),  Chairman 

International  Health 

Educational  Programs  to  Highlight 
Convention 

The  1975  annual  convention  of  the  AM  A 
Woman’s  Auxiliary  (June  15-18  in  Atlantic 
City)  will  for  the  first  time  feature  a combi- 
nation of  business  sessions  and  educational 
programs. 

A new  venture  for  the  auxiliary  will  be 
joint  programming  with  the  AMA  Council 
on  Scientific  Assembly.  Highlighting  the  joint 
scientific  programming  will  be  the  luncheon 
on  June  17,  “Science  and  Ideals  in  a Hungry 
World”.  Featured  in  a panel  discussion  will 
be  Rene  Dubos,  professor  emeritus  of  the 
Rockefeller  University  in  New  York  City, 
and  Mona  Doyle,  director  of  consumer  affairs 
for  Food  Fair  Stores,  Inc. 

Other  scientific  programs  will  be  “Estate 
Planning  for  Physicians  and  Their  Families”, 
prepared  by  the  American  Law  Institute,  Phil- 
adelphia; and  a session  on  “Sexual  Enrich- 
ment”. Participants  will  also  be  invited  to  the 
AMA  Conference  on  the  Mental  Health 
Aspects  of  Sports,  Exercise  and  Recreation. 

A Communications  Clinic,  “Talking  to  Our- 
selves”, scheduled  for  Tuesday  morning,  will 
feature  as  speaker  Bob  Lange,  Ph.D.,  Execu- 
tive Director,  Academy  of  Medicine  of  Cleve- 
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land,  and  a member  of  the  AMA  Speakers 
Bureau. 

Social  events  will  include  the  annual  recep- 
tion honoring  the  president  and  president-elect 
of  the  auxiliary  on  Sunday,  June  15.  Planned 
for  Tuesday  evening  is  a trip  to  Smithville,  a 
historic  village  near  Atlantic  City.  The  eve- 
ning will  include  a tour,  shopping  and  dinner 
in  the  Powhattan  Hall  at  Quail  Hill  Inn,  pre- 
ceded by  cocktails  in  the  Ships  Hold.  Prices 
will  include  transportation  to  Smithville. 

The  auxiliary  will  again  sponsor  a program 
for  children  of  AMA  and  auxiliary  members 
attending  the  simultaneous  conventions. 
Planned  under  the  auspices  of  Combined 
World  Travel,  the  tours  will  include  Atlantic 
City,  Cape  May,  Philadelphia,  the  Barnegat 
Lighthouse  State  Park  and  Batsto  Village. 
Reservations  and  price  information  are  avail- 
able through  Combined  World  Travel,  21 
East  Van  Buren  Street,  Chicago,  Illinois  60605. 

Headquarters  for  the  auxiliary  will  be  How- 
ard Johnson’s  Luxury  Motor  Hotel  in  At- 
lantic City.  For  further  details  on  program, 
write  the  AMA  Woman’s  Auxiliary,  535 
North  Dearborn  Street,  Chicago,  Illinois 
60610. 

Leadership  Conference  Report 

Ten  outstanding  Seminars  were  offered  at 
the  AMA  Leadership  Conference  but  time  and 
space  restrict  this  report  to  the  three  be- 
lieved to  be  of  particular  interest  to  us  as  doc- 
tors’ wives  and  Auxiliary  members. 

The  New  Emergency  Medical  Priority 
Seminar  stressed  opportunities  for  state  and 
county  medical  societies  and  their  auxiliaries 
to  become  leaders  in  the  new  and  developing 
field  of  emergency  medical  services.  Robert  L. 
Donald,  M.D.,  AMA  Representative,  Commis- 
sion on  Emergency  Services,  emphasized  the 
need  for  crossing  boundary  lines,  surveying 
and  summarizing  needs,  then  setting  up  an 
Emergency  Medical  Service  Council  which  is 
broad-based,  with  representatives  from  com- 
munity leaders  and  volunteer  service  groups. 
Early  funding  from  participating  organiza- 
tions can  help  get  this  project  off  the  ground. 
Government  funding  is  now  available  through 


the  Emergency  Medical  Services  Systems  Act 
of  1973.  This  financial  assistance  is  available 
for  planning,  building  a new  system  or  aug- 
menting existing  ones,  over  a three-year  peri- 
od, with  particular  emphasis  in  grants  to  the 
combined  efforts  of  rural  areas.  One  alarming 
statistic  of  an  initial  survey  was  given,  indicat- 
ing that  one  ambulance  attendant  in  700  was 
trained  in  C.P.R.  (cardio-pulmonary  resusci- 
tation). Training  programs  are  as  necessary 
as  is  updated  equipment  for  the  latter  alone 
will  not  save  lives.  Two  films  were  shown: 
/ LOVE  YOU  FRANK,  depicting  the  death 
of  a heart  attack  victim  when  the  ambulance 
called  could  not  cross  a county  or  municipal 
boundary,  and  SIRENS  IN  THE  NIGHT, 
indicating  what  one  city  (Jacksonville,  Flor- 
ida) did  to  update  its  Emergency  Medical 
Services  to  the  point  that  it  is  now  referred 
to  as  “the  safest  place  in  the  United  States  in 
which  to  have  a heart  attack  or  accident.” 
How  would  you  accurately  rate  the  Emer- 
gency Health  Services  in  your  community? 

Conmninications  and  the  Medical  Society 
Seminar,  chaired  by  Frank  D.  Campion,  direc- 
tor of  AMA  Communications  Division, 
stressed  the  positive  approach  to  improving 
press  relations  based  on  the  AMA  booklet 
Y ou,  T oo,  Can  Have  a Good  Media  Relations 
Program.  Campion  quoted,  “It’s  not  what’s  on 
a piece  of  paper  that  counts  but  what  gets  off 
that  paper  and  into  a person’s  mind.”  A vig- 
nette was  shown  depicting  a poor  press  inter- 
view with  a surgeon  followed  by  an  improved 
interview.  Remembered  was  this  important 
bit  of  advice:  “If  you  don’t  want  it  quoted  or 
printed,  don’t  say  it  at  all!” 

An  example  of  good  media  relations  was  de- 
scribed by  Mark  Papp,  M.D.,  of  the  Milwau- 
kee County  Medical  Society,  where  they 
launched  a project  aimed  at  a great  commun- 
ity need— controlling  the  high  rate  of  venereal 
disease.  They  started  by  re-educating  the  phy- 
sicians and  educating  all  segments  of  the  popu- 
lation regarding  the  epidemic  rate  of  gonor- 
rhea in  their  community.  They  trained  per- 
sons to  teach  venereal  disease  education  in  each 
school.  Starting  with  a budget  of  five  thou- 
sand dollars  the  first  year,  and  three  thousand 
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the  next,  they  gained  the  support  of  the  local 
advertising  council  and  received  free  a one 
million  dollar  advertising  package  with  the 
slogan  “Clap  Down  on  VD”  in  posters,  one- 
minute  TV  tapes  (for  public  service  an- 
nouncements), radio  spots  and  hand-out  lit- 
erature. Auxiliary  members  maintained  a “Hot 
Line”  for  telephone  information.  As  a result, 
Milwaukee’s  incidence  rate  of  those  surveyed 
was  reported  reduced  from  11%  to  5%  (the 
present  national  average).  Their  entire  adver- 
tising package  is  available  to  any  county  or 
state  society  for  forty  dollars. 

What  an  opportunity  for  service  in  Virginia 
where  our  recent  General  Assembly  has  recog- 
nized the  “crisis  proportions  and  epidemic 
status”  of  venereal  disease!  The  passage  of  the 
House  Joint  Resolution  #245  called  for  max- 
imum citizen  involvement,  along  with  that  of 
the  Department  of  Health  and  the  Depart- 
ment of  Education,  to  develop  comprehen- 
sive programs  of  venereal  disease  education 
throughout  the  Commonwealth  for  use  com- 
mencing with  the  1975-76  academic  year. 
Won’t  you  start  the  campaign  in  your  com- 
munity to  “Clap  Down  on  VD”  now? 

Quality  of  Life  and  the  Medical  Society 
Seminar  was  led  by  Malcolm  C.  Todd,  M.D., 
President  of  AMA.  Reviewing  the  impact  of 
the  three  Quality  of  Life  Congresses  con- 
ducted by  the  AMA  at  Chicago’s  Palmer 
House  in  1972,  ’73  and  ’74,  one  report  was 
given  describing  the  Utah  State  Conference 
with  five  co-sponsoring  agencies  and  thirty- 
five  participating  organizations  with  the  con- 
cept “Partnerships  for  Change”.  The  Marion 
County  Medical  Society  of  Indianapolis,  In- 
diana, reported  a three-day  conference  in  1974 
with  thirty-three  co-sponsoring  organizations 
and  thirty  supporting  organizations.  In  both 
cases,  the  March  of  Dimes  was  particularly 
helpful  and  finances  were  multi-based  from  all 


segments  of  interest.  This  challenge  was 
given:  a most  fitting  way  to  observe  our  na- 
tion’s bicentennial  year  would  be  to  sponsor  a 
Quality  of  Life  conference  in  our  state  and  lo- 
cal communities.  This  would  emphasize  the 
spirit  of  Nunc  Pro-tem  (now  for  then),  rather 
than  reliving  the  laurels  of  the  past.  Promotion 
is  urged  for  the  conceptual  basis  that  medicine 
is  bio-social  in  design,  with  doctors  now  get- 
ting involved  in  the  sociological,  environmen- 
tal and  educational  components  affecting  ill- 
ness. Such  service  involves  hundreds  of  educa- 
tional, religious,  social,  industrial,  labor,  fra- 
ternal and  voluntary  groups.  Your  auxiliary 
and  medical  society  must  be  the  catalyst. 

On  the  light  side  of  the  AMA  Leadership 
Conference  was  the  after-dinner  speaker,  Lau- 
rence J.  Peter,  Ed.D.,  author  of  Prescriptive 
Teaching  and  of  the  best-seller  The  Peter 
Principle.  Dr.  Peter  is  an  educator,  a counsel- 
lor, an  authority  on  leadership  and,  above  all, 
a satirist  of  the  first  rank.  As  he  quoted 
George  Bernard  Shaw,  “My  way  of  joking  is 
to  tell  the  truth  the  funniest  of  all.”  Describ- 
ing a leader  as  one  who  has  been  promoted  to 
his  level  of  utter  incompetence  he  presented 
his  Peter  Palliative  for  Bureaucrats:  When  in 
charge,  ponder;  when  in  trouble,  delegate; 
when  in  doubt,  mumble. 

Throughout  this  action-packed  and  emo- 
tion-packed AMA  Leadership  Conference, 
there  was  a feeling  of  pride  in  the  AMA,  an 
organization  reaching  out  in  broad  scope  to 
assist  in  the  well-being  of  all  Americans.  An 
extra  pride  for  us  from  Virginia  was  seeing 
Dr.  Richard  Palmer  of  Alexandria  so  ably 
preside  as  Chairman,  AMA  Board  of  Trustees. 

Anna  Anderson 

(Mrs.  Daniel  N.) 

Eastern  Regional  Vice  President 

AMA  Auxiliary 
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Editorial 
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The  Approaching  World  Shortages 

(Energy  and  Materials  Interrelationship) 

THE  APPROACHING  CRISES  in  shortages  around  the  world  are  begin- 
ning to  reach  into  the  homes  of  us  all.  Despite  suggestions  about  oil  cartels 
deliberately  holding  oil  products  off  the  market  to  drive  the  price  upwards, 
there  is  indeed  an  energy  crisis  which  seems  to  be  gathering  a second  wind. 
To  compound  matters,  a mineral  crisis  is  also  beginning  to  reach  massive 
proportions.  Our  leaders  seem  to  have  failed  to  realize  the  true  nature  of  an 
interrelationship  between  energy  and  materials.  This  strikes  home  to  us  in 
the  health  care  fields  when  we  receive  notices  from  our  hospitals  of  the  im- 
pending shortages  of  ampicillin,  and  other  petro-related  pharmaceuticals  and 
supplies. 

Secretary  of  the  Interior  Rogers  C.  B.  Morton  has  stated  that  each  United 
States  citizen  uses  approximately  40,000  pounds  of  new  mineral  materials  each 
year.  This  includes  9,500  lbs.  of  stone;  9,000  lbs.  of  gravel;  850  lbs.  of  cement; 
1,300  lbs.  of  iron  and  steel;  60  lbs.  of  aluminum;  25  lbs.  of  copper;  about  65 
lbs.  of  other  metals  (some  rare  and  precious);  8,300  lbs.  of  petroleum;  5,300 
lbs.  of  coal  and  5,000  lbs.  of  natural  gas.  Since  we  are  self  sufficient  in  only 
a few  minerals  and  other  materials  needed,  we  must  import  varying  percent- 
ages (some  up  to  100  percent)  of  platinum,  chromium,  strontium,  manganese, 
aluminum,  titanium,  mercury,  nickel,  potassium,  silver,  tungsten,  zinc,  and 
gold,  among  others.  The  prices  of  these  commodities  are  expected  to  sky- 
rocket over  the  next  few  years  and,  to  worsen  the  situation,  our  national  ap- 
petite for  these  and  other  imports  is  growing  at  an  alarming  rate.  This  year 
alone,  our  total  value  of  imports  far  exceeds  that  of  our  exports.  Food,  our 
greatest  export,  is  now  falling  into  short  supply,  spurred  by  fertilizer  short- 
ages and  other  related  products. 

Bauxite  producing  nations  have  now  formed  a cartel  to  keep  their  prices 
ever  rising.  Phosphates  are  largely  gotten  from  Morocco  and  this  country 
has  now  nearly  doubled  the  cost  of  that  product.  Secretary  Morton  noted 
the  obvious  conclusion  that  “a  seller’s  market  is  developing  in  raw  materials 
all  over  this  world”. 

The  products  used  in  health  care  enterprises  embrace,  to  some  degree,  all 
of  the  items  listed  above,  and  then  some.  The  raging  fires  of  inflation  have 
deterred  and  frustrated  our  attempts  at  holding  the  line  on  costs  in  hospitals 
and  medical  outpatient  care.  It  has  caused  across  the  board  pay  increases  to 
personnel,  as  well  as  for  cost  of  supplies,  petro-related  or  not. 
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New  sources  of  energy  would  lead  the  way  toward  lessening  oar  strangling 
predicament  and  perhaps  lead  us  from  the  morass  of  increasing  costs  and 
suspected  tighter  governmental  control  of  the  entire  health  related  field.  Solar 
and  nuclear  energy  are  being  investigated  now  and  are  at  varying  stages  of 
development.  Cellular  energy  and,  more  distantly,  cosmic  energy  are  being 
investigated  now  and  may  offer  us  help. 

Our  production  of  United  States  based  oil  drilling  will  probably’  never 
equal  our  national  desires  and  needs  for  this  commodity.  Importing  oil  auto- 
matically puts  us  at  the  mercy  of  foreign  producers.  Reports  indicate  we  do 
not  have  even  a domestic  self-sufficiency  good  enough  for  our  short  term 
needs.  A comprehensive  national  energy  policy  is  sadly  lacking  and  much 
needed.  Congress  would  do  well  to  formulate  this  polky  now,  and  spell  it 
out  for  all  to  see.  To  delay  could  be  disastrous  for  our  entire  Western  civiliza- 
tion. 

The  concept  of  “Fortress  America”  was  tried  in  the  thirties  by  our  isola- 
tionist lawmakers,  and  it  proved  a near  disasrer.  To  attempt  to  rerum  to  this 
concept,  which  some  seem  to  desire,  would  be  to  blink  at  our  dependence  on 
overseas  raw  materials  to  maintain  our  present  standards  of  living  and  even 
our  necessities.  We  will  soon  find  ourselves,  unless  our  policy  changes,  in  the 
same  predicament  as  did  German  Field  Marshall  Gerd  von  Rundstedt,  when 
the  Wehrmacht,  led  by  his  amazingly  successful  Panzer  Corps,  did  all  that 
was  asked  of  them  and  more  in  their  great  drive  to  the  Wet,  smashing  the 
Allied  line  in  their  Ardenne  Offensive  aimed  at  Antwerp  in  December,  1944, 
only  to  end  up,  ignobly,  out  of  gas. 

Robert  Edgar  Mitchell,  Jr.,  M.D. 


Keeping  Abreast  of  Malpractice 

A SPECIAL  MEETING  OF  COUNCIL  of  The  Medical  Society  of 
^ Virginia  was  held  in  Richmond  on  March  22.  The  minure  of  this  gath- 
ering appear  on  page  410  of  this  issue  of  the  Virginia  Medical  Monthly.  All 
members  of  the  Society  are  urged  to  read  the  transactions  for  theyT  deal  with 
matters  related  to  malpractice  insurance.  Physicians  are  keenly  aware  the 
premiums  on  professional  liability  are  escalating  astronomically  and  especially 
in  the  surgical  specialties.  When  the  writer  began  practice  in  1933  he  paid 
$28  annually  for  malpractice  protection— today  his  premium  would  be  $5,000. 
An  ante  of  this  magnitude  is  of  definite  aid  in  reconciling  a retiree  to  having 
closed  shop  and  being  no  longer  in  the  practice  of  suigery.  At  a recent 
medical  meeting  a neurosurgeon  from  New  York  remarked  he  was  taking 
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early  retirement  solely  because  of  the  fantastic  premiums  in  his  specialty; 
some  have  risen  as  high  as  $50,000  annually. 

Three  factors  play  major  roles  in  bringing  about  our  present  dilemma: 
the  breakdown  of  the  doctor-patient  relationship— for  which  we  are  largely 
responsible;  the  overselling  of  the  capabilities  of  physicians  and  drugs  which 
has  led  the  public  to  expect  a rapid  and  complete  cure  in  all  the  ailments  that 
flesh  is  heir  to;  a young  and  ravenous  generation  of  aggressive  lawyers  who 
have  discovered  a gold  mine  in  malpractice  suits.  On  a contingency  fee  basis 
the  plaintiff  has  nothing  to  lose,  the  attorney  frequently  stands  to  win  more 
than  the  plaintiff,  and  the  physician  inevitably  loses  regardless  as  to  the  out- 
come. The  Canadians  have  corrected  this  condition  by  removing  the  con- 
tingency feature  in  malpractice  suits,  and  the  premiums  paid  by  physicians 
north  of  the  border  are  about  one-tenth  of  those  in  the  United  States. 

We  have  been  reassured  the  overall  picture  in  Virginia  is  better  than  that 
throughout  the  country,  but  there  is  cold  comfort  in  learning  that  only  one 
out  of  every  eleven  physicians  in  Virginia  is  currently  being  sued  whereas 
one  out  of  every  ten  physicians  elsewhere  will  be  sued  in  1975.  Doubtless 
a problem  of  this  magnitude  will  not  continue  indefinitely,  but  like  the  long- 
anticipated  cure  of  cancer,  and  a balanced  national  budget,  the  end  is  not 
in  sight. 

H.  J.  W. 
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I Neither  inconvenient, 
unpalatable,  expensive 
potassium  supplements  nor 
special  K+  rich  diets  are 
needed  as  a rule.  Just 
‘Dyazide’  once  or  twice 
daily  for  control  of  edema. 

' Before  prescribing,  see  complete  prescribing  infor- 
t mation  in  SK&F  literature  or  PDR.  The  following 
■ is  a brief  summary. 

♦Indications:  Edema  associated  with  congestive  heart 
Ij  failure,  cirrhosis  of  the  liver,  the  nephrotic  syndrome: 
I steroid-induced  and  idiopathic  edema;  edema  re- 
| sistant  to  other  diuretic  therapy.  Also,  mild  to  moder- 
•<  ate  hypertension. 

Contraindications:  Pre-existing  elevated  serum  po- 
ll tassium.  Hypersensitivity  to  either  component.  Con- 
tinued use  in  progressive  renal  or  hepatic  dysfunction 
or  developing  hyperkalemia. 

Warnings:  Do  not  use  dietary  potassium  supplements 
or  potassium  salts  unless  hypokalemia  develops  or 
dietary  potassium  intake  is  markedly  impaired. 
" Enteric-coated  potassium  salts  may  cause  small 
bowel  stenosis  with  or  without  ulceration.  Hyper- 
' kalemia  ( >5.4  mEq/L)  has  been  reported  in  4%  of 
patients  under  60  years,  in  12%  of  patients  over 
’ 60  years,  and  in  less  than  8%  of  patients  overall. 
Rarely,  cases  have  been  associated  with  cardiac  ir- 
regularities. Accordingly,  check  serum  potassium 
during  therapy,  particularly  in  patients  with  sus- 
pected or  confirmed  renal  insufficiency  (e.g.,  elderly 
or  diabetics).  If  hyperkalemia  develops,  substitute  a 


thiazide  alone.  If  spironolactone  is  used  concomi- 
tantly with  'Dyazide’,  check  serum  potassium 
frequently  — both  can  cause  potassium  retention  and 
sometimes  hyperkalemia.  Two  deaths  have  been 
reported  in  patients  on  such  combined  therapy  (in 
one,  recommended  dosage  was  exceeded:  in  the 
other,  serum  electrolytes  were  not  properly  moni- 
tored). Observe  patients  on  Dyazide'  regularly  for 
possible  blood  dvscrasias,  liver  damage  or  other 
idiosyncratic  reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium  (triam- 
terene, SK&F).  Rarely,  leukopenia,  thrombocyto- 
penia, agranulocytosis,  and  aplastic  anemia  have 
been  reported  with  the  thiazides.  Watch  for  signs  of 
impending  coma  in  acutely  ill  cirrhotics.  Thiazides 
are  reported  to  cross  the  placental  barrier  and  appear 
in  breast  milk.  This  may  result  in  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia,  altered 
carbohydrate  metabolism  and  possibly  other  adverse 
reactions  that  have  occurred  in  the  adult.  Wrhen  used 
during  pregnancy  or  in  women  who  might  bear 
children,  weigh  potential  benefits  against  possible 
hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and  BUN 
determinations.  Do  periodic  hematologic  studies  in 


cirrhotics  with  splenomegaly.  Antihvpertensive  ef- 
fects may  be  enhanced  in  postsympathectomy  pa- 
tients. The  following  may  occur:  hyperuricemia  and 
gout,  reversible  nitrogen  retention,  decreasing  alkali 
reserve  with  possible  metabolic  acidosis,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  require- 
ments may  be  altered),  digitalis  intoxication  (in 
hypokalemia).  Use  cautiously  in  surgical  patients. 
Concomitant  use  with  antihvpertensive  agents  may 
result  in  an  additive  hypotensive  effect. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizzi- 
ness, headache,  dry  mouth;  anaphylaxis;  rash, 
urticaria,  photosensitivity,  purpura,  other  derma- 
tological conditions;  nausea  and  vomiting  (may 
indicate  electrolyte  imbalance),  diarrhea,  constipa- 
tion, other  gastrointestinal  disturbances.  Rarely, 
necrotizing  vasculitis,  paresthesias,  icterus,  pancrea- 
titis, and  xanthopsia  have  occurred  with  thiazides 
alone. 

Supplied:  Bottles  of  100  capsules;  in  Single  Unit 
Packages  of  100  (intended  for  institutional  use  only). 

SK&F  Co.,  Carolina,  P.R.  00630 

Subsidiary  of  SmithKhne  Corporation 


Dyazide’  gets  excess  water  and  salt  out 
and  helps  keep  essential  potassium  in. 


Adequate 

fluid 

intake 


Frequent 

voiding 


GantanoT , 

(sulfamethoxazole) 

DID. 

Four  tablets  (0.5  Gm  each)  STAT- 
then  2 tablets  D.I.D.  for  10-14  days 


Basic  therapy  with 
convenience  for 
scute  nonobstructed 
cystitis 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 

Indications:  Acute,  recurrent  or  chronic  non- 
obstructed urinary  tract  infections  (primarily  pyelo- 
nephritis, pyelitis,  and  cystitis),  due  to  susceptible 
organisms.  Note:  Carefully  coordinate  in  vitro  sulfon- 
amide sensitivity  tests  with  bacteriologic  and  clinical 
response;  add  aminobenzoic  acid  to  follow-up  cul- 
ture media.  The  increasing  frequency  of  resistant 
organisms  limits  the  usefulness  of  antibacterials, 
including  sulfonamides,  especially  in  chronic  or  re- 
current urinary  tract  infections.  Measure  sulfon- 
amide blood  levels  as  variations  may  occur;  20  mg/ 
100  ml  should  be  maximum  total  level. 

Contraindications:  Sulfonamide  hypersensi- 
tivity; pregnancy  at  term  and  during  nursing  period; 
infants  less  than  two  months  of  age. 

Warnings:  Safety  during  pregnancy  has  not  been 
established.  Sulfonamides  should  not  be  used  for 
group  A beta-hemolytic  streptococcal  infections  and 
will  not  eradicate  or  prevent  sequelae  (rheumatic 
fever,  glomerulonephritis)  of  such  infections.  Deaths 
from  hypersensitivity  reactions,  agranulocytosis, 
aplastic  anemia  and  other  blood  dyscrasias  have  been 
reported  and  early  clinical  signs  (sore  throat,  fever, 
pallor,  purpura  or  jaundice)  may  indicate  serious 
blood  disorders.  Frequent  CBC  and  urinalysis  with 
microscopic  examination  are  recommended  during 
sulfonamide  therapy.  Insufficient  data  on  children 
under  six  with  chronic  renal  disease. 

Precautions:  Use  cautiously  in  patients  with 
impaired  renal  or  hepatic  function,  severe  allergy, 
bronchial  asthma;  in  glucose-6-phosphate  dehydro- 
genase-deficient individuals  in  whom  dose-related 
hemolysis  may  occur.  Maintain  adequate  fluid  intake 
to  prevent  crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias  (agran- 
ulocytosis, aplastic  anemia,  thrombocytopenia, 
leukopenia,  hemolytic  anemia,  purpura,  hypopro- 
thrombinemia  and  methemoglobinemia);  allergic 
reactions  (erythema  multiforme,  skin  eruptions,  epi- 
dermal necrolysis,  urticaria,  serum  sickness,  pruritus, 
exfoliative  dermatitis,  anaphylactoid  reactions,  peri- 
orbital edema,  conjunctival  and  scleral  injection, 
photosensitization,  arthralgia  and  allergic  myocardi- 
tis); gastrointestinal  reactions  (nausea,  emesis, 
abdominal  pains,  hepatitis,  diarrhea,  anorexia,  pan- 
creatitis and  stomatitis);  CNS  reactions  (headache, 
peripheral  neuritis,  mental  depression,  convulsions, 
ataxia,  hallucinations,  tinnitus,  vertigo  and  insomnia); 
miscellaneous  reactions  (drug  fever,  chills,  toxic 
nephrosis  with  oliguria  and  anuria,  periarteritis  no- 
dosa and  L.E.  phenomenon) . Due  to  certain  chemical 
similarities  with  some  goitrogens,  diuretics  (aceta- 
zolamide,  thiazides)  and  oral  hypoglycemic  agents, 
sulfonamides  have  caused  rare  instances  of  goiter 
production,  diuresis  and  hypoglycemia  as  well  as 
thyroid  malignancies  in  rats  following  long-term 
administration.  Cross-sensitivity  with  these  agents 
may  exist. 

Dosage:  Systemic  sulfonamides  are  contrain- 
dicated in  infants  under  2 months  of  age  (except 
adjunctively  with  pyrimethamine  in  congenital  toxo- 
plasmosis). 

Usual  adult  dosage:  2 Gm  (4  tabs  or  teasp.) 
initially,  then  1 Gm  b.i.d.  or  t.i.d.  depending  on  sever- 
ity of  infection. 

Usual  child's  dosage:  0.5  Gm  (1  tab  or  teasp.)/ 
20  lbs  of  body  weight  initially,  then  0.25  Gm/20  lbs 
b.i.d.  Maximum  dose  should  not  exceed  75  mg/ kg/ 
24  hrs. 

Supplied:  Tablets,  0.5  Gm  sulfamethoxazole; 
Suspension,  0.5  Gm  sulfamethoxazole/ teaspoonful. 

/ \ Roche  Laboratories 

C ROCHE  / Division  of  Hoffmann-La  Roche  Inc. 

\ / Nutley.  New  Jersey  07110 


• Effective  against  susceptible  E.  coli, 
Klebsiella-Aerobacter,  Staph,  aureus, 
Proteus  mirabilis  and,  less  frequently, 
Proteus  vulgaris 


J 


o 


, ,r  A 

half-ounce 

prevention 


Use  it  to  prevent  a topical  infection.  Or  to  treat  one  that’s  already  started. 

In  either  case,  it’s  good  medicine.  Whether  for  lacerations, 
burns,  open  wounds,  IV  catheter  or  surgical  aftercare. 

Neosporin"  Ointment  provides  broad  antibacterial  coverage  against  common 
susceptible  pathogens.  And  since  it  containsthree  antibiotics  that  are 
rarely  used  systemically,  the  risk  of  sensitization  is  reduced. 
Neosporin  Ointment.  A half-ounce  of  prevention.  Also  available  in  a 
full  ounce  of  prevention  and  in  convenient  foil  packets. 

Neosporin  Ointment  carried  on  Apollo  and  Skylab  missions. 


Neosporin'  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate  5,000  units;  zinc  bacitracin  400  units; 
neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base);  special  white  petrolatum  qs. 

In  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 

INDICATIONS:  Therapeutically,  used  as  an  adjunct  to  appropriate  systemic 
therapy  for  topical  infections,  primary  or  secondary,  due  to  susceptible  organ- 
isms, as  in:  • infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa 

• primary  pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • second- 
arily infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis) 

• traumatic  lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 

Prophylactically.  the  ointment  may  be  used  to  prevent  bacterial  contamination 

in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of 
infection  and  permit  wound  healing. 

CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or  external  ear  canal  if  the  eardrum 
is  perforated.  This  product  is  contraindicated  in  those  individuals  who  have 
shown  hypersensitivity  to  any  of  the  components. 


absorption  of  neomycin  is  possible.  In  burns  where  more  than  20  percent  of  the 
body  surface  is  affected,  especially  if  the  patient  has  impaired  renal  function 
or  is  receiving  other  aminoglycoside  antibiotics  concurrently,  not  more  than 
one  application  a day  is  recommended. 

PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms,  including  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon  cutaneous  sensitizer. 
Articles  in  the  current  literature  indicate  an  increase  in  the  prevalence  of  perse 
allergic  to  neomycin.  Ototoxicity  and  nephrotoxicity  have  been  reported 
(see  Warning  section). 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PIS 


WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity  Aja  / Burroughs  Wellcome  Co. 

due  to  neomycin,  care  should  be  exercised  when  using  this  product  in  treating  ' IV*)  / Research  Triangle  Park 
extensive  burns,  trophic  ulceration  and  other  extensive  conditions  where  Wellcome / North  Carolina  27709 


News 


Calendar  of  Events 

EEG  Symposium— Sponsored  by  Department  of  Neurology,  Medical  College  of 
Virginia— Richmond— May  19-20,  1975. 

Ischemic  Heart  Disease:  A Critical  Overview— Sponsored  by  American  Col- 
lege of  Cardiology  and  Pacific  Medical  Center— Golden  Gateway  Holiday 
Inn— San  Francisco,  California— May  29-31,  1975. 

Annual  Pediatric  Postgraduate  Seminar  (Sutton  Lectureship)— “What  Is 
New  In  Pediatrics”— Sponsored  by  Department  of  Pediatrics,  Medical  College 
of  Virginia— Williamsburg— May  31-June  1,  1975. 

Annual  Scientific  Assembly— Sponsored  by  Department  of  Medicine,  Medical 
College  of  Virginia— Richmond— June  6,  1975. 

Annual  Meeting  of  American  Medical  Association— Atlantic  City,  New  Jer- 
sey—June  14-19,  1975. 

Emergency  Medical  Services— Legal  Aspects— Sponsored  by  The  Health  Law 
Center,  Aspen  Systems  Corp.— The  Cavalier  Oceanfront— Virginia  Beach— 
July  23-25,  1975.' 

1975  Walter  L.  Thomas  Symposium  on  Gynecologic  Malignancy  and  Sur- 
gery—Sponsored  by  Department  of  Obstetrics  and  Gynecology,  Duke  Uni- 
versity Medical  Center— Durham,  North  Carolina— September  12-13,  1975. 

Regional  Continuing  Medical  Education  Program— Sponsored  by  AMA  Coun- 
cil on  Scientific  Assembly  in  cooperation  with  Eastern  Virginia  Medical 
School,  University  of  Virginia  Medical  School,  Medcal  College  of  Virginia 
and  The  Medical  Society  of  Virginia— Williamsburg— September  27-28,  1975. 
(For  further  information  write:  Department  of  Circulation  and  Records, 
AMA) 

Annual  Meeting  of  American  Association  for  Clinical  Immunology  and 
Allergy— Riviera  Hotel— Palm  Springs,  California— October  15-19,  1975. 

Annual  Meeting  of  The  Medical  Society  of  Virginia— Hotel  Roanoke— Roa- 
noke—October  23-26,  1975. 

National  Conference  on  Physicians,  Schools  and  Communities— Sponsored  by 
AMA— Drake  Hotel— Chicago— November  20-21,  1975. 

*•**««*#** 

The  Medical  Society  of  Virginia  maintains  a registry  of  medical  meetings  and 
programs  of  interest  to  Virginia  physicians.  You  can  help  bv  keepng  us  advised 
of  any  meetings  scheduled  in  your  area.  This  will  not  only  help  others  avoid 
conflicts  but  also  provide  helpful  information  on  opportunities  for  continuing 
education. 
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New  Members. 

The  following  members  were  received  into 
The  Medical  Society  of  Virginia  during  the 
month  of  February  : 

Joseph  H.  Autry,  III,  M.D.,  Virginia  Beach 
William  D.  Black,  M.D.,  Roanoke 
Jana  T.  Bruckner,  M.D.,  Virginia  Beach 
Edward  P.  Burdick,  M.D.,  Williamsburg 
Wilfred  N.  Goombes,  M.D.,  Cbfton  Forge 
Jimmy  P.  Cordero,  M_D_,  Vienna 
Paul  Richard  Gennis,  M.D.,  Earlysville 
Karaal  Ghaemi,  M.D.,  Fairfax 
Dinos  Gibas,  M.D.,  Radford 
Cecil  Cleveland  Graham,  M.D.,  Staunton 
R.  Wynn  Kearney,  Jr.,  M.D.,  Culpeper 
Chester  W.  Kessler,  M.D.,  Annandale 
Trent  Laviano,  M.D.,  Keswick 
Myron  Lotz,  M.D.,  Menna 
Sidney  S.  Loxley,  M.D.,  Virginia  Beach 
Gerry  D.  Martin,  M.D.,  Staunton 
Conrado  T.  Mara,  M.D.,  Salem 
Nourollah  Parhami.  M.D.,  Charlottesville 
Hyung  S.  Park,  M.D.,  Manassas 
Charles  E.  Parker,  M.D.,  Portsmouth 
William  W.  King,  M.D„  Radford 
Paul  F.  Schellhammer,  M.D.,  Virginia  Beach 
Joseph  H.  Smith,  M.D.,  Lynchburg 
Lynn  P.  Stockberger,  M.D.,  Newport 
News 

Paul  M.  Suratt,  M J).,  Charlottesville 
Smith  Davis  Taylor,  M.D.,  Roanoke 
John  H.  Tyler,  Al.D.,  Hampton 
Rubent  R.  Villaroman,  M.D.,  Richmond 
Paul  E.  Wainscott,  M.D.,  Richmond 
George  a Wladyka,  M.D.,  Falls  Church 

Dr.  John  A.  Owen,  Jr., 

Charlottesville,  has  been  elected  President 
of  the  United  States  Pharmacopeial  Conven- 
tion. He  is  professor  of  medicine  and  vice- 


chairman of  the  Department  of  Internal  Med- 
icine and  director  of  the  division  of  clinical 
pharmacology  at  the  University  of  Virginia. 


Dr.  William  B.  Hunt,  Jr., 

Associate  professor  of  medicine  at  the  Uni- 
versity of  Virginia  School  of  Medicine  and 
president  of  the  Virginia  Thoracic  Society,  has 
received  the  Virginia  Lung  Association’s 
Douglas  Southall  Freeman  Award.  The  award 
is  given  annually  to  the  individual  contrib- 
uting the  most  to  lung  disease  control  in  the 
State. 


Dr.  William  E.  Craddock, 

Charlottesville,  has  been  named  a Fellow  of 
the  American  College  of  Radiology. 


Gastroenterolog  ist- 1 ntern  ist 

Desires  associate  to  join  established  practice 
in  central  Virginia.  Board  certified  or  eligible. 
C.V.  with  first  letter.  Write  #25,  care  Vir- 
ginia Medical  Monthly,  4205  Dover  Road, 
Richmond,  Virginia  23221.  ( Adv .) 


Internist  Wanted. 

Certified  or  Board  eligible  internist  to  join 
me  on  about  July  1,  1975,  and  take  over  my 
practice  when  I retire  on  December  31,  1975. 
Contact  Snowden  C.  Hall,  Jr.,  M.D.,  139 
South  Main  Street,  Danville,  Virginia  24541. 
Telephone  804-792-7471.  (Adv.) 
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Dr.  Paul  Jette  Bundy, 

Mountain  Gty,  Tennessee,  died  February 
15,  after  a long  illness.  He  was  seventy-two 
years  of  age  and  graduated  from  the  Medical 
College  of  Virginia  in  1931.  Dr.  Bundy  prac- 
ticed for  several  years  at  Dante  and  was  direc- 
tor of  the  health  unit,  Virginia  State  Health 
Department,  at  Grundy  and  Tazewell.  In 
1946,  he  began  his  practice  at  Mountain  City 
where  he  operated  an  eight-bed  clinic.  Due 
to  illness.  Dr.  Bundy  retired  in  1972.  He  was 
a member  of  several  professional  organiza- 
tions and  was  on  the  courtesy  staff  of  Me- 
morial Hospital  in  Johnson  City  and  Carter 
County  Hospital  in  Elizabethton.  Dr.  Bundy 
was  a Mason  and  a member  of  the  Rotary 
Club.  He  had  been  a member  of  The  Medical 
Society  of  Virginia  for  thirty-nine  years. 

His  wife,  a son  and  a daughter  survive  him. 

Dr.  Charles  Robert  Jones, 

Venice,  Florida,  died  January  22  after  a 
long  illness.  He  was  seventy-six  years  of  age 
and  graduated  from  the  School  of  Medicine 
of  Emory  University  in  1926.  Dr.  Jones  prac- 
ticed medicine  in  Dorchester  and  Norton  for 
twenty-eight  years  before  retiring  because  of 
ill  health.  He  moved  to  Venice,  Florida,  in 
1956.  Dr.  Jones  had  been  a member  of  The 
Medical  Society  of  Virginia  for  twenty-four 
years. 

His  wife  survives  him. 


Dr.  Hurt. 

One  of  our  distinguished  members.  Dr.  Ira 
Huff  Hurt  expired  on  February  7,  1975,  at  the 
age  of  eighty-four. 

Dr.  Hurt  was  bom  in  Franklin  County,  Vir- 
ginia, on  October  21,  1890.  He  attended  Roa- 
noke College,  University  of  North  Carolina  at 
Chapel  Hill  and  received  his  MX),  from  Jeffer- 
son Medical  College  of  Philadelphia.  Dr.  Hurt 
started  his  54  years  of  practice  in  Roanoke  in 
1920. 

Dr.  Hurt  was  on  active  duty  in  World  War  II 
for  five  years  and  served  as  commander  of  the 
Third  Convalescent  Hospital  in  Italy.  He  re- 
tired from  service  with  the  rank  of  coloneL 

Among  his  many  honors.  Dr.  Hurt  was  a past 
president  of  The  Roanoke  Academy'  of  Medi- 
cine and  served  for  years  on  the  Blue  Cross- Blue 
Shield  Board  and  the  Board  of  the  Shenandoah 
Hospital.  He  was  a Fellow  in  the  American 
College  of  Surgeons,  member  of  the  A-M.A_  The 
Medical  Society*  of  Virginia,  Southern  Medical 
Societv,  Military  Order  of  World  Wars,  as  well 
as  civic  and  fraternal  organizations. 

Dr.  Hurt  will  be  missed  bv  all  but  especially 
by  his  legends  of  patients,  who  were  not  only 
grateful  for  his  medical  knowledge  but  also  his 
gracious  kindly*  manner.  He  was  never  too  tired 
to  go  see  a sick  person. 

Dr.  Hurt  is  survived  by*  his  wife,  his  son.  and 
his  daughter. 

Be  it  resolved  that  a copy  of  this  resolution 
be  entered  in  the  minutes  of  the  Roanoke  Acad- 
emy of  Medicine.  A copy  sent  to  the  State  So- 
cietv and  the  A.M.A.  A copy  sent  to  his  family. 

Walter  S.  Johnson,  MX). 

T.  Allen  Kirt,  Jr^  MX). 

L.  G.  Richards,  Jr..  M.D. 
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JOHNSTON-WILLIS 

HOSPITAL 

RICHMOND,  VIRGINIA 


eSs 


A MODERN  GENERAL  HOSPITAL 
PRIVATELY  MANAGED 
SITUATED  IN  THE  QUIET  OF  THE 
WEST  END  RESIDENTIAL  SECTION 


Pulaski 

Home  For  Adults 

★ Newly  remodeled  and  decorated 

★ Private  & semi-private  rooms 

★ Assistant  on  duty  24  hours  a day 

★ Medical  facilities  near  by 

★ Reasonable  rates,  $250  Cr  up. 

| Write  or  phone  for  further  j 
| information:  P.O.  Box  938,  j 
Pulaski,  Va.  24301  or 
^ phone  980-2200.  J 

Russ  Penner, 
Business  Manager 


TUCKER  HOSPITAL  Inc. 

212  West  Franklin  Street 
Richmond,  Virginia 

A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and 
neurological  disorders.  Hospital  and  out-patient  services. 

James  Asa  Shield,  M.D.  Weir  M.  Tucker,  M.D. 

George  S.  Fultz,  Jr.,  M.D.  James  Asa  Shield,  Jr.,  M.D. 

Catherine  T.  Ray,  M.D.  Graenum  R.  Schiff,  M.D. 
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SAINT  ALBANS  PSYCHIATRIC  HOSPITAL 

RADFORD,  VIRGINIA  24141 

703-639-2481 

A fully  accredited  private  psychiatric  hospital  for  the 
treatment  of  all  major  psychiatric  illnesses  including  al- 
coholism and  drug  abuse  problems  of  adolescents  and 
adults. 


Galen  C.  Huffman,  M.D.  George  K.  White 

President  of  the  Medical  Staff  Administrator 


Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 


MRS.  PLYLER’S 
NURSING  HOME 


KATE  E.  PLYLER  (1876-1947) 


GENE  CLARK  REGIRER  (1912-1962) 


A private  nursing  home  dedicated  to  extended,  intermediate  and  custodial  care 


1615  Grore  Avenue,  Richmond,  Virginia,  Telephone  353-3981 
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LEWIS-GALE  CLINIC,  INC. 

1802  Braebura  Drive  • Salem,  Virginia  24153 


AMESTMESMLMCY 

Leigh  0.  Atkinson,  * B. 

George  P.  Baron,  N D 

IKKIKT  AMD  imSTttAL  D EP A JtTM EMT 

E.  Wilson  Watts,  Jr.,  M.Dl 
Beniamin  ML  Jones,  MD. 

John  S.  Jeremiah,  M.D. 

John  V.  Garun,  M.D. 

Robert  B.  McGuffin,  M.B. 

Larry  A.  Wtdner,.  1.0 


FAJilLY  PRACTICE 
Allen  R.  Clague,  ED. 

Keith  C.  Edmunds,  HJ>. 

GENERAL  SURGERY 

*.  Langley  Sibley,  M O. 

W.  R.  Whitman,  Jr.,  K.D. 

William  L.  Sibley,  HI,  M.D. 

Edwin  L Williams,  d,  M.D 

INTERNAL  MEDICINE 

Itebert  F.  Bondurant,  M.D. 

Frank  Alton  Wale,  M.D. 

George  IL  Wall,  M O. 

J.  Milton  Miller,  M.D. 

David  S.  Miller,  M.D. 

Michael  X Moore,  MID. 

William  M.  Blaylock,  M.D 

ARTHRITIS  AMM  RHEUMATOLOGY 

William  M.  Blaylock,  M.D. 

GASTROENTEROLOGY 

George  H.  Wall,  M.D. 


HEMATOLOGY  AND  ONCOLOGY 
J.  Milton  Miller,  M.D. 

OBSTETRICS  AND  GYNECOLOGY 
Garrett  G.  Gooch,  III,  M.D. 

C.  Leon  Jennings,  Jr.,  M.D. 

Thomas  M.  Winn,  Jr.,  M.D. 

ORTHOPAEDIC  SURGERY 
Richard  H.  Fisher,  M.D. 

Alonzo  H.  Myers,  Jr.,  M.D. 

S.  Curtiss  Mull,  M.D. 

OTOLARYNGOLOGY 

J.  Bruce  Hagadorn,  M.D. 

PEDIATRICS 

Thomas  J.  Humphries,  M.D. 

John  T.  Walke,  M.D. 

W.  P.  Wiltsee  Young,  M.D. 

F.  Joseph  Duckwall,  M.D. 

William  J.  Kagey,  M.D. 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
Warren  L.  Moorman,  M.D. 

Robert  F.  Roth,  M.D. 

RAOIOLOGY  AND  NUCLEAR  MEDICINE 

Carl  M.  Russell,  M.D. 

Donald  W.  Spicer,  M.D. 

Clyde  F.  Lloyd,  M.D. 

William  A.  Cassada,  Jr.,  M.D. 

J.  William  Barnard,  M.D. 

THORACIC  AND  VASCULAR  SURGERY 
William  L.  Sibley,  III,  M.D. 

Edwin  L.  Williams,  M.D. 

UROLOGY 

Thomas  S.  R.  Ward,  M.D. 


ActteAlri  by  tfce  American  Group  Practice  Association 


STUART  CIRCLE  HOSPITAL 

413-21  Stuart  Circle 


Medicine : 

Manfred  Call,  III,  MB. 
Alexander  G.  Brown,  IQ,  MX). 
John  D.  Call,  MX). 

Wtnbham  B-  Blanton,  ]l,  MX). 
Frank  M.  Blanton,  MX). 
William  W.  Martin,  Jl,  MX). 
James  R.  Wickham,  MX). 
Snowmen  C.  Hall,  III,  MX). 

Obstetrics  and  Gynecology: 
Spotswood  Robins.  MX). 

Davm>  C.  Forrest,  MX). 

Joseph  C Parker,  MX). 

William  M.  Oppenhimer,  MX). 

Orthopedics: 

Beverley  B.  Clary,  MX). 

James  B.  Dalton,  Jil,  MX). 
Franklin  P.  Watkins,  MX). 

Pediatrics: 

Thomas  P.  Overton,  MX). 
Edward  J.  Wiley,  MX). 

Roentgenology  and  Radiology: 

Hunter  B.  Frischkomn,  Jjl,  MX). 
William  C.  Barm,  MX). 

John  E.  Reed,  MX). 


RICHMOND,  VIRGINIA 

Anesthesiology : 

William  B.  Moncure,  M.D. 
Heth  Owen,  Jr.,  M.D. 

Snrgery: 

Richard  A.  Michaux,  MX). 
Carrington  Williams,  Jr.,  MX). 
Armistead  M.  Williams,  M.D. 
James  R.  Darden,  Jr.,  MX). 
Wyatt  S.  Beazley,  III,  M.D. 

Urological  Surgery : 

Frank  Pole,  MX). 

Harry  S.  Rowland,  Jr.,  M.D. 

Plastic  Surgery: 

Hunter  S.  Jackson,  M.D. 
Ophthalmology,  Otolaryngology : 
Richard  W.  Dodd,  MX). 

J.  Warren  Montague,  M.D. 

Pathology : 

Sung  C.  Park,  M.D. 

Physical  Therapy: 

William  J.  Cowan,  R.P.T. 
Administrator : 

Kenneth  M.  Holt 
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Big  Balanced  Rock,  Chiricahua  Mountains,  Arizona  (approx  1,000  tons) 


Found  useful  in  the  management  of  vertigo*  associated  with 
diseases  affecting  the  vestibular  system. 

p Can  relieve  nausea  and  vomiting  often  associated  with  vertigo* 
i Usual  adult  dosage  for  Antivert/25  for  vertigo:*  one  tablet  t.i.d. 
J Also  available  as  Antivert  (meclizine  HQ)  12.5  mg.  scored 
ablets,  for  dosage  convenience  and  flexibility, 
i Antivert/25  (meclizine  HC1)  25  mg.  Chewable  Tablets  for 
tausea,  vomiting  and  dizziness  associated  with  motion  sickness. 
JRIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 


'INDICATIONS  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences —National  Research  Council  and/or  other  information,  FDA  has  classified 
the  indications  as  follows: 

Effective : Management  of  nausea  and  vomiting  and  dizziness  associated  with 
motion  sickness. 

Possibly  Effective:  Management  of  vertigo  associated  with  diseases  affecting  the 
vestibular  system. 

Final  classification  of  the  less  than  effective  indications  requires  further 
investigation. 


CONTRAINDICATIONS.  Administration  of  Antivert  (meclizine  HQ)  dunng  preg- 
nancy or  to  women  who  may  become  pregnant  is  contraindicated  in  view  of  the 
teratogenic  effect  of  the  drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during  the  12-15  day  of  gestation 
has  produced  cleft  palate  in  the  offspnng  Limited  studies  using  doses  of  over  100  mg./ 
kg./day  in  rabbits  and  10  mg./kg  /day  in  pigs  and  monkeys  did  not  show  cleft  palate 
Congeners  of  meclizine  have  caused  cleft  palate  in  species  other  than  the  rat. 

Meclizine  HQ  is  contraindicated  in  individuals  who  have  shown  a previous  hyper- 
sensitivity to  it. 

WARNINGS.  Since  drowsiness  may.  on  occasion,  occur  with  use  of  this  drug,  paoents 
should  be  warned  of  this  possibility  and  cautioned  against  dming  a car  or  operating 
dangerous  machinery 

Usage  in  Children:  Clinical  studies  establishing  safety  and  effectiveness  in  children 
have  not  been  done;  therefore,  usage  is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy i:  See  “Contraindications!' 

ADYTRSE  REACTIONS.  Drowsiness,  dry  mouth  and,  on  rare  occasions,  blurred 
vision  ha ve  been  reported  ^ n • *** 

More  detailed  professional  information  available  on  IiWwIiIO 
request. 


Antivert  25 

(meclizine  HC1)  25  mg.Tablets 

for  vertigo* 


A division  of  Pfizer  Pharmaceuticals 
New  York.  New  York  10017 


■P 


Would  sleep  with 
fewer  nighttime 
awakenings 
benefit  your 
patients  with 


insomnia? 


Highly  predictable  results 
for  your  patients  with  trouble 
staying  asleep... 

. . .can  be  obtained  with  Dalmane 
(flurazepam  HC1).  As  shown 
below,  Dalmane  significantly 
reduces  nighttime  awakenings: 14 

Average  Number  of  Nighttime  Awakenings1'4 
(Four  Geographically  Separated  Sleep  Researct 
Laboratory  Clinical  Studies,  16  Subjects) 


(Decreased  31,4%) 


3 

placebo 

baseline 

nights 


7 

Dalmane 

(flurazepam  HCI) 
30  mg  nights 


I And  for  those  with  trouble 
falling  asleep  or  sleeping 
long  enough... 

...Dalmane  (flurazepam  HC1) 
also  delivers  excellent  results. 
Clinically  proven  in  sleep  research 
laboratory  studies:  on  average, 
sleep  within  17  minutes  that  lasts 
7 to  8 hours.5 

Dalmane  (flurazepam  HC1) 
is  relatively  safe,  seldom 
causes  morning  “hang-over!!. 

...and  is  well  tolerated.  The 
usual  adult  dosage  is  30  mg  h.s., 
but  with  elderly  and  debilitated 
patients,  limit  the  initial  dose  to 
15  mg  to  preclude  oversedation, 
dizziness  or  ataxia.  Evaluation  of 
possible  risks  is  advised  before 
prescribing. 


REFERENCES: 

. Karacan  I,  Williams  RL,  Smith  JR:  The 
leep  laboratory  in  the  investigation  of  sleep 
md  sleep  disturbances.  Scientific  exhibit  at 
he  124th  annual  meeting  of  the  American 
’sychiatric  Association,  Washington  DC, 
vlay  3-7,  1971 

Frost  JD  Jr:  A system  for  automatically 
inalyzing  sleep.  Scientific  exhibit  at  the 
; {,!4th  annual  Clinical  Convention  of  the 
American  Medical  Association,  Boston, 

>Iov  29-Dec  2,  1970:  and  at  the  42nd  annual 
cientific  meeting  of  the  Aerospace  Medical 
Association,  Houston,  Apr  26-29,  1971 
. Vogel  GW:  Data  on  file.  Medical  Depart - 
lent,  Hoffmann-La  Roche  Inc. , Nutley  NJ 
. Dement  WC:  Data  on  file,  Medical  Depart  - 
nent,  Hoffmann-La  Roche  Inc.,  Nutley  NJ 
_ . Data  on  file.  Medical  Department, 
Ifoffmann-La  Roche  Inc.,  Nutley  NJ 


lefore  prescribing  Dalmane  (flurazepam 
IC1),  please  consult  complete  product 
iformation,  a summary  of  which  follows: 
ndications:  Effective  in  all  types  of  insomnia 
haracterized  bv  difficulty  in  falling  asleep, 
equent  nocturnal  awakenings  and/or  early 
horningawakening;  inpatients  with  recurring 
isomnia  or  poor  sleeping  habits:  and  in 
cute  or  chronic  medical  situations  requiring 
;stful  sleep.  Since  insomnia  is  often  transient 
:nd  intermittent,  prolonged  administration  is 
renerally  not  necessary  or  recommended, 
ontraindications:  Known  hypersensitivity 
) flurazepam  HC1. 


Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness (e.g.,  operating  machinery,  driving). 

Use  in  women  who  are  or  may  become  preg- 
nant only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  preclude 
oversedation,  dizziness  and/or  ataxia.  If 
combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 


or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation,  GI  pain, 
nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  com- 
plaints. There  have  also  been  rare  occurrences 
of  sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eves,  faintness, 
hypotension,  shortness  of  breath,  pruritus, 
sldn  rash,  dry  mouth,  bitter  taste,  excessive 
salivation,  anorexia,  euphoria,  depression, 
slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT, 
total  and  direct  bilirubins  and  alkaline 
phosphatase. Paradoxical  reactions,  e g., 
excitement,  stimulation  and  hyperactivity, 
have  also  been  reported  in  rare  instances. 
Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  30  mg  usual  dosage:  15  mg 
may  suffice  in  some  patients.  Elderly  or 
debilitated  patients:  15  mg  initially  until 
response  is  determined. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HC1. 


Depend  on  highly 
predictable  results 
with 

Dalmane 

(flurazepam  HCI) 

One  30-mg  capsule  h.s.—  usual  adult  dosage 
( 1 5 mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.—  initial  dosage  for 
elderly  or  debilitated  patients. 

specifically  indicated 
for  insomnia 

Objectively  proved  in  the  sleep  research  laboratory: 

■ sleep  with  fewer  nighttime  awakenings 

■ sleep  within  17  minutes,  on  average 

■ sleep  for  7 to  8 hours,  on  average, 
with  a single  h.s.  dose. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc 
Nutley,  New  Jersey  07110 


the  weight  of  scientific  opinion: 


If  the  pharmacist  substituted  a 
chemically  equivalent  drug  for  the 
one  you  have  specified  for  your 
patient— could  you  be  certain  of  that 
product’s  safety  and  effectiveness 
simply  because  the  chemical  content 
was  the  same? 

Definitely  not,  unless  bio- 
equivalence tests  and  other  quality 
assurance  checks  had  been  conducted. 
The  pharmaceutical  industry  and 
many  scientists  have  maintained  this 
position  for  years,  but  others  have 
questioned  it.  Now  the  Office  of  '• 
Technology  Assessment  of  the 
Congress  of  the  United  States  has  L- 
reported  on  the  issue  in  its  Drug 
Bioequivalence  Study.* 

Here  are  a few  definitive  state- 
ments in  the  O.T.A.  report: 

“...the problem  of  bioinequiva- 
lency in  chemically  equivalent  prod- 
ucts is  a real  one.  Since  the  studies  in 
which  lack  of  bioequivalence  was 
demonstrated  involved  marketed 
products  that  met  current  compen- 
dial standards,  these  documented  in- 
stances constitute  unequivocal 
evidence  that  neither  the  present 
standards  for  testing  the  finished 
product  nor  the  specifications  for 
materials,  manufacturing  process, 
and  controls  are  adequate  to  ensure 


that  ostensibly  equivalent  drug  prod- 
ucts are,  in  fact,  equivalent  in  bio- 
availability. 


DRUG 

B/OEQUI  VALENCE 


Jr 


“While  these  therapeutic  fail- 
ures resulting  from  problems  of  bio- 
availability were  recognized  and 
well  documented,  it  is  entirely  possi- 
ble that  other  therapeutic  failures 
and/or  instances  of  toxicity  that  had 
a similar  basis  have  escaped 
attention.” 

The  Pharmaceutical  Manufac- 
turers Association  supports  federal 
legislative  amendments  that  would 
require  manufacturers  of  duplicate 
prescription  pharmaceutical  prod- 
ucts, subject  to  new  drug  procedures, 
to  document: 

(a)  chemical  equivalence;  and 


(b)  biological  equivalence,  where 
bioavailability  test  methods  have 
been  validated  as  a reliable  means 
of  assuring  clinical  equivalence;  or 

(c)  where  such  validation  is  not 
possible,  therapeutic  equivalence. 

In  addition,  the  PMA  supports 
federal  legislation  that  would  require 
certification  of  all  manufacturers  of 
prescription  products  before  they 
could  start  in  business,  annual  in- 
spections and  certification  thereafter, 
and  strict  adherence  to  FDA  regula- 
tions on  good  manufacturing 
practices. 

The  overall  quality  of  the 
United  States  drug  supply  is  excel- 
lent. But  only  a total  quality  assur- 
ance program,  envisaged  in  these  and 
other  policy  positions  adopted  by  the 
PMA  Board  of  Directors  in  1974, 
can  bring  about  acceptable  levels  of 
performance  by  all  prescription  drug 
manufacturers  and  thereby  assure  the 
integrity  of  your  prescription . . . 

Pharmaceutical  Manufacturers 
Association 

1155  Fifteenth  Street,  N.W 
Washington,  D.C.  20005 

^Copies  of  the  complete  report  on  Drug 
Bioequivalence  may  be  obtained  from  the 
Superintendent  of  Documents,  U.S. 
Government  Printing  Office,  Washington, 
D.C.  20402. 


protecting  the 
integrity  of 

your  prescription 


Tidewater  Psychiatric  Institute 

1701  Will-O-Wisp  Drive 
Virginia  Beach,  Virginia  23454 

and 

1005  Hampton  Boulevard 
Norfolk,  Virginia  23507 

Private  hospitals  for  the  treatment  of  psychiatric  disorders  of  adults  and 
adolescents,  alcoholism,  and  drug  addiction.  Residential  special 
education  for  emotionally  disturbed  adolescents. 

David  C.  Butler 
Administrator 

Julian  W.  Selig,  Jr.,  M.D.  Stuart  Ashman,  M.D. 

Hospital  Director,  Norfolk  Hospital  Director,  Virginia  Beach 

(Brochure  sent  on  request) 


ST.  LUKE'S  HOSPITAL 

Established  1882 
Hunter  H.  McGuire,  M.D. 


McGuire  clinic,  inc. 

Established  1923 
Stuart  McGuire,  M.D. 


1000  West  Grace  Street 
Richmond,  Virginia 


General  Surgery  & Gynecology 

Joseph  W.  Coxe,  III,  M.D. 
H.  Fairfax  Conquest,  M.D. 
Gilbert  H.  Bryson,  M.D. 
William  M.  Crouch,  M.D. 

Anesthesiology 

Beverley  Jones,  M.D. 

Physical  Therapy 

Elizabeth  L.  Watson,  R.P.T. 


Internal  Medicine 

John  P.  Lynch,  M.D. 

John  B.  Catlett,  M.D. 

Robert  W.  Bedinger,  M.D. 
David  L.  Litchfield,  M.D. 
Burness  F.  Ansell,  Jr.,  M.D. 
W.  Wayne  Key,  Jr.,  M.D. 
Randolph  M.  Halloran,  M.D. 
Hilton  R.  Almond,  M.D. 
James  A.  Repass,  M.D. 


Radiology 

Henry  S.  Spencer,  M.D. 
Donald  P.  King,  M.D. 

Isotopes 

David  L.  Litchfield,  M.D. 

Pathology 

Hubert  R.  White,  Jr.,  M.D. 


Hospital  Administrator 

Gerald  J.  LaGesse 

Director  of  Nurses — St.  Luke's  Hospital 

Ann  M.  Urbine,  R.N. 

School  of  Nursing 

Ann  M.  Urbine,  R.N.,  Director 
Joan  B.  Hovis,  R.N.,  Dir.  of  Ed. 
Elizabeth  H.  Ellett,  R.N.,  Instructor 


Clinic  Manager 

S.  Taylor  Ware,  Jr. 

Director  of  Nurses — McGuire  Clinic,  Inc. 

Mary  E.  Simmons,  R.N. 
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BAYBERRY  PSYCHIATRIC  HOSPITAL 

HAMPTON,  VIRGINIA 

Bayberry  is  a 125  bed  private  hospital  which  offers  a wide  range  of  inpatient,  day  care,  outpatient,  and  con- 
sultative services,  as  well  as  treatment  programs  for  adolescents,  children,  and  alcoholics. 

TREATMENT 

After  a comprehensive  medical  and  psychiatric  evaluation,  each  patient  receives  an  individualized  treat- 
ment program  and  schedule  of  activity  therapies.  Treatment  may  include  individual  therapy,  group  ther- 
apy, psychodrama,  chemotherapy,  electroconvulsive  or  insulin  treatment. 

EDUCATION 

A regular  school  curriculum  is  followed  and  academic  credit  is  given.  The  Hampton  Roads  Reading  Cen- 
ter is  located  within  the  hospital  and  provides  special  instruction  for  children  with  dyslexia  and  other 
learning  problems. 

REHABILITATION 

Rehabilitation  services  include  individual  counseling,  special  education,  and  job  training  programs. 

ACCREDITATION 

Accredited  by  the  Joint  Commission  on  Accreditation  of  Hospitals,  approved  for  Medicare,  member  of  the 
American  Hospital  Association,  and  licensed  by  the  State  Department  of  Hospitals  and  Mental  Hygiene. 

Wendell  J.  Pile,  M.D. 

Medical  Director 

Howard  L.  Cox,  M.D.  Basil  E.  Roebuck,  M.D.  Jonathan  G.  Solomon,  M.D.,  Ltd. 

BROCHURE  SENT  ON  REQUEST 

Contact:  Medical  Director,  530  E.  Queen  Street,  Hampton,  Va.  23369 
Telephone  (804)  722-2504 


COMMONWEALTH 

PSYCHIATRIC 

CENTER 

Exclusively  For  Children  and  Adolescents— 
A new,  completely  modern  66-bed  hospital 
is  now  open  for  patient  referrals 

■ Work  has  recently  been  completed  on  this  new 
hospital,  specifically  designed  for  the  treatment  of 
the  emotionally  disturbed.  In  addition  to  the 
hospital  itself,  the  Center  is  moving  ahead  with 
construction  of  a gymnasium  and  swimming  pool  to 
provide  its  patients  with  the  very  best  of  private 
institutional  facilities  in  the  Mid-Atlantic  Region. 

■ Four  full-time  child  psychiatrists  and  a staff  of 
experienced  psychologists,  psychiatric  nurses, 
psychiatric  social  workers,  therapists  and  other 
specialists  offer  a wide  range  of  treatment 
modalities.  A fully-accredited  school  program 
features  small  classes  structured  to  meet  the  needs 
of  the  individual. 


Brochure  on  Request 
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COMMONWEALTH 
PSYCHIATRIC  CENTER 

3001  FIFTH  AVENUE. 
RICHMOND.  VIRGINIA  23222 

(804)  329-4392 
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EXECUTIVE/PROFESSIONAL 

LOANS 
BY  MAIL 

$3,500  TO  $25,000 

Unsecured  (signature  only)  for  any 
reason  or  purpose.  Up  to  8 years 
for  repayment.  For  information  in 
complete  confidence,  call  262-5969 
or  write : 


Financial  Resources  Co. 

P.  O.  Box  502 
Richmond,  Virginia  23204 

NAME  

ADDRESS  

CITY STATE ZIP. 


CIRCUBID” 

(Ethaverine  HC 1-150 mg.) 

Time  Disintegrating  Capsules 

Caution:  Federal  law  prohibits  dispens- 
ing without  prescription. 

Each  Capsule*contains:  Ethaverine  HCI. 
1 50  mg. 

ACTION:  Ethaverine  HCI.  acts  directly 
on  the  smooth  muscle  cells  without  in- 
volving the  autonomic  nervous  system 
or  its  receptors. 

INDICATIONS:  In  peripheral  and  cere- 
bral vascular  insufficiency  associated 
with  arterial  spasm,  in  spastic  conditions 
of  the  gastro-intestinal  and  genitourin- 
ary tracts. 

CONTRAINDICATIONS:  Contraindicat- 
ed in  the  presence  of  complete  atrio- 
ventricular dissociation. 

PRECAUTIONS:  It  should  be  adminis- 
tered with  caution  in  patients  with  glau- 
coma. It  should  not  be  used  in  pregnant 
womenor  in  women  of  childbearing  age 
unless  directed  by  a physician. 

ADVERSE  REACTIONS:  Even  though 
the  incidence  of  side  effects  as  report- 
ed in  literature  is  very  low,  it  is  possible 
for  a patient  to  evidence  nausea,  anorexia, 
abdominal  distress,  dryness  of  the  throat, 
hypotension,  flushing,  sweating,  vertigo, 
respiratory  depression,  cardiac  depres- 
sion, cardiac  arrhythmia  and  headache. 
If  these  side  effects  occur,  reduce 
dosage  or  discontinue  medication. 

DOSAGE:  The  usual  adult  dose  is  300 
mg.  daily,  one  capsule  every  12  hours. 
In  more  difficult  cases  the  dosage  may 
be  increased  to  600  mg.  daily  as  deter- 
mined by  the  physician.  It  is  most  effect- 
ive given  early  in  the  course  of  the 
vascular  disorder.  Because  of  the  chronic 
nature  of  the  disease  long  term  therapy 
is  required. 

‘Manufactured  to  provide  a prolonged 
therapeutic  effect. 

HOW  SUPPLIED:  Bottles  of  100  and 
1000 

W.  E MERCHANT 
PHARMACEUTICAL  CO.,  INC. 
Warrenton,  Virginia  22186 
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W F.  MERCHANT  PHARMACEUTICAL  CO.,  INC. 

4 SOUTH  THIRD  ST.  • P.  O.  BOX  527  • WARRENTON,  VIRGINIA  22186 


Virginia  has  a romantic  past. 
And  lots  of  mementos  to  prove  it. 


Woodrow  Wilson  Slept  Here.  At 

Staunton’s  stately  “Manse”,  you  can 
see  the  crib  that  held  a future 
president.  And  the 
home  where  Jessie 
Wilson  gave  birth  to 
the  son  who  later 
gave  birth  to  the 
League  of  Nations 
with  its  vision  of 
world-wide  peace. 


4 


The  General's  Assembly.  Douglas  MacArthur  called 
Norfolk  home,  though  he  was  born  in  Arkansas 
(“while  his  parents  were  away”,  the  Norfolk  paper 
said).  Here,  at  the  MacArthur  Memorial,  you  can  see 
the  possessions  of  this  great  soldier. 
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Broadway  In  The  Blue  Ridge.  These  spurs  were 
worn  in  an  early  play  at  Abingdon’s  Barter 
Theatre,  so-called  because  its 

depression-hungry  founders  traded 
seats  for  food.  To  date,  over 
2 million  tickets  have  been 
sold ; most  of  them,  in 
recent  years,  for  cash. 


The  Mighty  In  Miniature.  These  water  color 
miniatures  of  the  first  President  and  his  lady, 
painted  from  life,  are  now  on  view  in  Williams- 
burg. Come  see  them. 

Visit,  write  or  call 

VIRGINIA  STATE  TRAVEL  SERVICE 

9th  & Grace  Streets,  Richmond  23219 
phone:  (703)  770-4484 


The  Doll  Who  Spied  For  Dixie.  She  had  a 
head  for  smuggling.  Hollow.  Just  right  for  carry- 
ing medicines  across  Union  lines.  She’s  at  Rich- 
mond’s Confederate  Museum  now.  In  retirement. 


This  advertisement  is  published  by  Virginia  Medical  Monthly  as  a Public  Service. 


Oriental  Rugs 


My  name  is  Amir  Zinat;  I am  Iranian.  Years 
ago  as  a graduate  student  in  the  U.S.,  I noticed  the 
big  difference  in  the  price  of  Orientals  in  my  home- 
land and  here.  So  I asked  my  people  to  send  me 
many  rugs.  I have  chosen,  as  my  business,  to  sell 
these  rugs  at  more  reasonable  prices.  These  rugs  may 
be  exchanged,  are  guaranteed  to  increase  in  value, 
are  selected  by  natives,  and  the  price  is  fully  refund- 
able. 


If  you  are  purchasing  an  Oriental  rug,  you  need  to  learn  about  them.  Mistakes  can  be  costly;  so  know  some 
facts  before  you  buy: 

1.  There  are  many  rugs  around  which  may  look  similar  to  Persian  ones  and  may  be  named  Iranian-sounding 
names  to  confuse  you.  Look  for  the  label,  "Made  in  Iran". 

2.  Even  all  genuine  Orientals  are  not  Persian  and  not  necessarily  what  you  have  learned  about  their  value  and 
durability. 

3.  Stores  and  auctioneers  often  sell  unauthentic  or  worn-out  Persian  rugs  for  far  too  much.  A good  Iranian  rug 
is  not  out  of  reach,  and  if  it  is  genuine  it  will  hold  or  increase  its  value. 

4.  Do  not  count  much  on  the  words.  Princess,  Contract,  Signed,  Collector's  Item,  Royal,  Imperial,  Prayer,  etc. 
They  are  all  part  of  a sales  pitch  or  gossip.  Rugs  are  named  by  the  village  or,  more  often,  the  region  of  ori- 
gin. The  quality  of  the  rug  may  vary  greatly  regardless  of  the  name.  So,  you  should  judge  a rug  by  its  own 
individual  merits,  not  by  the  name. 

I would  be  happy  to  help  you  learn  more  about  Orientals  and  assist  you  in  any  way  in  your  selection. 


Roller- type  Loom 


Please  call  358-1711 
also  recommend  me  to  your  friends 

Thank  you 
Amir  Zinat 

2002 Vi  Staples  Mill  Road 
Richmond,  Virginia 

(on  the  back  side  of  Cross  Roads  Shopping 
Center) 
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Disruptive  anxiety  usually  meets  its  match  here. 


• Often  effective  when  reassurance  and  counseling  are  insufficient. 

• Three  dosage  strengths  to  meet  most  therapeutic  needs. 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupa- 
tions requiring  complete  mental  alertness 
(e.g.,  operating  machinery,  driving).  Though 
physical  and  psychological  dependence  have 
rarely  been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  barbitu- 
rates, have  been  reported.  Use  of  any  drug  in 
pregnancy,  lactation,  or  in  women  of  child- 
bearing age  requires  that  its  potential  benefits 
be  weighed  against  its  possible  hazards. 

Precautions: 

ORAL:  In  the  elderly  and  debilitated  and  in 
children  over  six,  limit  to  smallest  effective 
dosage  (initially  10  mg  or  less  per  day)  to 
preclude  ataxia  or  oversedation,  increasing 
gradually  as  needed  and  tolerated.  Not  recom- 
mended in  children  under  six. 

injectable:  Keep  patients  under  observa- 
tion, preferably  in  bed,  up  to  three  hours  after 
initial  injection;  forbid  ambulatory  patients  to 
operate  vehicle  following  injection;  do  not 
administer  to  patients  in  shock  or  comatose 
states;  use  reduced  dosage  (usually  25  to  50 
mg)  for  the  elderly  or  debilitated  and  for 
children  age  twelve  or  older. 

oral  and  injectable:  Though  generally 
not  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating 
compounds  such  as  MAO  inhibitors  and 
phenothiazines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  func- 
tion. Paradoxical  reactions  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been 
reported  in  psychiatric  patients  and  hyper- 
active aggressive  children.  Employ  usual 


precautions  in  treatment  of  anxiety  states 
with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  pro- 
tective measures  necessary.  Variable  effects 
on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the  elderly 
and  debilitated.  These  are  reversible  in  most 
instances  by  proper  dosage  adjustment,  but 
are  also  occasionally  observed  at  the  lower 
dosage  ranges.  In  a few  instances  syncope 
has  been  reported.  Also  encountered  are 
isolated  instances  of  skin  eruptions,  edema, 
minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido— all  infrequent 
and  generally  controlled  with  dosage  reduc- 


tion; changes  in  EEG  patterns  (low-voltage 
fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including  agran- 
ulocytosis), jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy. 

With  the  injectable  form,  isolated  instances 
of  hypotension,  tachycardia  and  blurred  vision 
have  been  reported;  also  hypotension  asso- 
ciated with  spinal  anesthesia,  and  pain 
following  I.M.  injection. 

Usual  Daily  Dosage:  Individualize  for  maxi- 
mum beneficial  effects.  Oral:  Adults:  Mild  and 
moderate  anxiety  and  tension,  5 or  10  mg 
t.i.d.  or  q.i.d .;  severe  states,  20  or  25  mg  t.i.d. 
or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to  q.i.d. 
(See  Precautions.) 

For  Parenteral  Administration:  Should  be 
individualized  according  to  diagnosis  and 
response.  While  300  mg  may  be  given  during 
a 6-hour  period,  do  not  exceed  this  dose  in 
any  24-hour  period.  To  control  acute  condi- 
tions rapidly,  the  usual  initial  adult  dose  is 
50  to  100  mg  I.M.  or  I.V.  Subsequent  treat- 
ment, if  necessary,  may  be  given  orally. 

(See  Precautions.) 

Supplied: 

Oral:  Librium®  (chlordiazepoxide  HCI) 
Capsules— 5 mg,  10  mg,  25  mg— bottles  of  100 
and  500;  Tel-E-Dose®  packages  of  100;  Pre- 
scription Paks  of  50,  available  singly  and  in 
trays  of  10. 

Libritabs®  (chlordiazepoxide)  Tablets— 

5 mg,  10  mg  and  25  mg— bottles  of  100  and 
500. 

Injectable:  Librium®  (chlordiazepoxide 
HCI)  Ampuls— Duplex  package  consisting  of 
a 5-ml  dry-filled  ampul  containing  100  mg 
chlordiazepoxide  HCI  in  dry  crystalline  form, 
and  a 2-ml  ampul  of  Special  Intramuscular 
Diluent  (for  I.M.  administration).  Before  pre- 
paring solution  for  I.M.  or  I.V.  administration, 
please  consult  package  insert  for  instructions 
on  preparation  and  administration  of  solu- 
tions. Boxes  of  10. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  New  Jersey  07110 


Librium 

(chlordiazepoxide  HCI) 

5 mg,  10  mg, 

25  mg  capsules 

t 

I 

Please  see  following  page. 


ROCHE 


Librium 

(chlordiazepoxide  HC1) 

5 mg,  10  mg, 

25  mg  capsules 


?c  ase  see  preceding  page  for  summary  of  product  information. 
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Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated;  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequenc 
and/or  severity  of  grand  mal  seizures  ma 
require  increased  dosage  of  standard  ant 
convulsant  medication;  abrupt  withdrawa 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in-: 
gestion  of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mu: 
cle  cramps,  vomiting  and  sweating).  Keer 
addiction-prone  individuals  under  carefur 
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According  to  her  major 
ymptoms,  she  is  a psychoneu- 
otic  patient  with  severe 
nxiety.  But  according  to  the 
lescription  she  gives  of  her 
selings,  part  of  the  problem 
lay  sound  like  depression. 

'his  is  because  her  problem, 
lthough  primarily  one  of  ex- 
essive  anxiety,  is  often  accom- 
anied  by  depressive  symptom- 
tology.  Valium  (diazepam) 
an  provide  relief  for  both— as 
le  excessive  anxiety  is  re- 
eved, the  depressive  symp- 
)ms  associated  with  it  are  also 
ften  relieved. 

There  are  other  advan- 
ces in  using  Valium  for  the 
lanagement  of  psychoneu- 
ptic  anxiety  with  secondary 
spressive  symptoms:  the 
kychotherapeutic  effect  of 
alium  is  pronounced  and 
ipid.  This  means  that  im- 
hovement  is  usually  apparent 
it  the  patient  within  a few 
lys  rather  than  in  a week  or 


two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 

For  further  information 
on  this  subject,  the  following 
references  are  provided: 

1 . Henry  B W,  et  al:  Dis  Nerv 
Syst  30:675-679,  Oct  1969. 

2.  Hollister  LE,  et  al:  Arch  Gen 
Psychiatry  24:273-278,  Mar  1971. 

3.  Claghorn  J:  Psychosomatics 
77:438-441,  Sept-Oct  1970. 
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Valium 

(diazepam) 

2-mg,5-mg,  10-mg  tablets 

in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


irveillance  because  of  their  predisposi- 
pn  to  habituation  and  dependence.  In 
egnancy,  lactation  or  women  of  child- 
faring  age,  weigh  potential  benefit 
ainst  possible  hazard, 
ecautions:  If  combined  with  other  psy- 
otropics  or  anticonvulsants,  consider 
1 refully  pharmacology  of  agents  em- 
ayed;  drugs  such  as  phenothiazines, 
rcotics,  barbiturates,  MAO  inhibitors 
■ d other  antidepressants  may  potentiate 
| action.  Usual  precautions  indicated  in 
jtients  severely  depressed,  or  with  latent 
' pression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  New  Jersey  07110 
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THE  GREATEST  SINGLE  THREAT 
TO  YOUR  FINANCIAL  STABILITY  IS 

DISABILITY! 

NOW  YOU  CAN  INSURE  AGAINST  THAT  THREAT 

IMPORTANT  NEW  IMPROVEMENTS 
HAVE  JUST  BEEN  MADE 

Now  for  a very  modest  premium  you  can  have  an  income  up  to  $2,000  a month  if 
you  are  disabled  and  unable  to  practice.  Plus  under  the  new  “Add-On”  Supplement, 
another  $1,000  a month  after  a 365  day  waiting  period.  With  the  10%  claim  bonus 
now  in  force  the  total  is  $3,300  a month! 

OTHER  FEATURES 

■ Survivor’s  benefits  at  no  increase  in  premium 

■ Conversion  privilege  to  age  65 

■ Coverage  anywhere  in  the  world,  24  hours  a day,  365  days  a year 

■ Special  low-cost  plan  designed  for  the  younger  doctors 

■ Renewable  to  age  75 

■ Few  exclusions — even  private  flying  is  included 

■ Pays  in  addition  to  any  other  insurance  you  may  carry. 

You  can  receive  information  immediately  by  writing  or  phoning  (collect) 
the  administrator.  A minute  of  your  time  now  will  provide  you  and  your  family 
an  income  when  it’s  needed  most. 


Program  administered  by: 

David  A.  Dyer 
& Associates 


Roanoke,  Virginia  24011 
Call  Collect:  (703)  344-5000 


FRED  W.  HALL 
Northern  Representative 
8924  Orange  Hunt  Lane 
Annandale,  Virginia  22003 
Call:  978-8087 


FRED  E.  HAMLIN,  JR. 

Associate 


DAVID  A.  DYER  & ASSOCIATES  has  been  awarded  the  seal  of  the  American 
Institute  of  Professional  Association  Group  Insurance  Administrators.  Mem- 
bership in  this  group  is  by  invitation  only. 


Other  Group  Plans 

1.  * * Daily  in-Hospital  (pays  up  to  $200 

a day  directly  to  you)* 

(Lifetime  Renewable) 

2.  Major  Hospital  Nursing 

3.  $250,000  Excess  Major  Medical 

(Lifetime  Renewable)* 

4.  **High  Limit  Accidental  Death  & 

Dismemberment  plus  Permanent 
Total  Disability  Benefits 
(up  to  $250,000)* 

‘Guarantee  leaue 

These  plans  are  IDEAL  for  INDIVIDUALS 


Dr  Your  Protection 

5.  Professional  Overhead  Expense 

(up  to  $3,500  monthly) 

6.  ** Guarantee  Issue  Life 

Insurance* 

7.  Special  Income  Protection* 

8.  Disability  Income  Plans  for 

Employees 

'Available  to  Employees 

PARTNERSHIPS  and  CORPORATIONS 

J 
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PUBLIC  HEALTH— THE  VIRGINIA  STATE 
HEALTH  DEPARTMENT  has  positions  for  physi- 
cians who,  as  state  employees,  are  assigned  to 
direct  public  health  and  medical  care  programs  in 
local  health  districts.  Programs  include  traditional 
public  health  services  plus  activities  under  Medi- 
caid and  Medicare.  Clinicians  needed  in  several 
areas  to  staff  health  care  clinics.  In-service  train- 
ing and  opportunity  for  postgraduate  study  pro- 
vided. Liberal  fringe  benefits.  Qualifications — 
Americal  citizen  or  declaration,  license  to  practice 
medicine  in  Virginia  at  time  of  employment,  effec- 
tive speaking  ability  with  English,  and  internship 
plus  2V2  years'  experience  in  civilian  or  military 
practice  or  any  type  residency.  Less  experience  can 
be  considered.  Salary — $24,500-34,800,  depend- 
ing on  experience,  assignment  and  classification. 
Presently  available:  (1)  Local  Health  Directors  for 
Henrico  County,  Newport  News,  Petersburg  (Crater 
District),  Staunton  (Central  Shenandoah  District); 

(2)  Clinician  B — Portsmouth — Board  certified  in 
OB/GYN,  or  internal  medicine  or  Family  Practice; 

(3)  Several  anticipated  vacancies  in  the  near  future. 
Inquire  Director,  Local  Health  Services,  Virginia 
State  Department  of  Health,  Richmond,  Virginia 
23219,  Phone:  804-770-3575. 

An  Equal  Opportunity  Employer. 


For  the  Discriminating 
Eye  Physician 

Depend  on  the  Services  of  a 
Guild  Optician 


IN  LYNCHBURG,  VA. 

A.  G.  JEFFERSON 

INC. 

Main  Office  Branch  Office 

Allied  Arts  Buildings  2010  Tate  Springs  Road 

REGISTERED  OPTICIANS 

WE  DO  NOT  PRESCRIBE  GLASSES — 

WE  MAKE  THEM 


CIRCUBID" 

(Ethaverine  HC 1-150  mg.) 

Time  Disintegrating  Capsules 

Caution:  Federal  law  prohibits  dispens- 
ing without  prescription. 

Each  Capsule*contains:  Ethaverine  HCI. 
1 50  mg. 

ACTION:  Ethaverine  HCI.  acts  directly 
on  the  smooth  muscle  cells  without  in- 
volving the  autonomic  nervous  system 
or  its  receptors. 

INDICATIONS:  In  peripheral  and  cere- 
bral vascular  insufficiency  associated 
with  arterial  spasm,  in  spastic  conditions 
of  the  gastro-intestinal  and  genitourin- 
ary tracts. 

CONTRAINDICATIONS:  Contraindicat- 
ed in  the  presence  of  complete  atrio- 
ventricular dissociation. 

PRECAUTIONS:  It  should  be  adminis- 
tered with  caution  in  patients  with  glau- 
coma. It  should  not  be  used  in  pregnant 
women  or  in  women  of  childbearing  age 
unless  directed  by  a physician. 

ADVERSE  REACTIONS:  Even  though 
the  incidence  of  side  effects  as  report- 
ed in  literature  is  very  low,  it  is  possible 
for  a patient  to  evidence  nausea,  anorexia, 
abdominal  distress,  dryness  of  the  throat, 
hypotension,  flushing,  sweating,  vertigo, 
respiratory  depression,  cardiac  depres- 
sion, cardiac  arrhythmia  and  headache. 
If  these  side  effects  occur,  reduce 
dosage  or  discontinue  medication. 

DOSAGE:  The  usual  adult  dose  is  300 
mg.  daily,  one  capsule  every  12  hours. 
In  more  difficult  cases  the  dosage  may 
be  increased  to  600  mg.  daily  as  deter- 
mined by  the  physician.  It  is  most  effect- 
ive given  early  in  the  course  of  the 
vascular  disorder.  Because  of  the  chronic 
nature  of  the  disease  long  term  therapy 
is  required. 

*Manufactured  to  provide  a prolonged 
therapeutic  effect. 

HOW  SUPPLIED:  Bottles  of  100  and 
1000 

W.  F.  MERCHANT 
PHARMACEUTICAL  CO.,  INC. 
Warrenton,  Virginia  22186 
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W.E  MERCHANT  PHARMACEUTICAL  CO.,  INC. 

4 SOUTH  THIRD  ST.  • P.  O.  BOX  527  • WARRENTON,  VIRGINIA  22186 


CIRCUBID' 

(Ethaverine  HCI) 

150  mg.Capsules 


the  weight  of  scientific  opinion: 


If  the  pharmacist  substituted  a 
chemically  equivalent  drug  for  the 
one  you  have  specified  for  your 
patient— could  you  be  certain  of  that 
product’s  safety  and  effectiveness 
simply  because  the  chemical  content 
was  the  same? 

Definitely  not,  unless  bio- 
equivalence tests  and  other  quality 
assurance  checks  had  been  conducted. 
The  pharmaceutical  industry  and 
many  scientists  have  maintained  this 
position  for  years,  but  others  have 
questioned  it.  Now  the  Office  of 
Technology  Assessment  of  the 
Congress  of  the  United  States  has 
reported  on  the  issue  in  its  Drug 
Bioequivalence  Study.* 

Here  are  a few  definitive  state- 
ments in  the  O.T.A.  report: 

.the  problem  of  bioinequiva- 
lency in  chemically  equivalent  prod- 
ucts is  a real  one.  Since  the  studies  in 
which  lack  of  bioequivalence  was 
demonstrated  involved  marketed 
products  that  met  current  compen- 
dial standards,  these  documented  in- 
stances constitute  unequivocal 
evidence  that  neither  the  present 
standards  for  testing  the  finished 
product  nor  the  specifications  for 
materials,  manufacturing  process, 
and  controls  are  adequate  to  ensure 


that  ostensibly  equivalent  drug  prod- 
ucts are,  in  fact,  equivalent  in  bio- 
availability. 


“While  these  therapeutic  fail- 
ures resulting  from  problems  of  bio- 
availability were  recognized  and 
well  documented,  it  is  entirely  possi- 
ble that  other  therapeutic  failures 
and/or  instances  of  toxicity  that  had 
a similar  basis  have  escaped 
attention.” 

The  Pharmaceutical  Manufac- 
turers Association  supports  federal 
legislative  amendments  that  would 
require  manufacturers  of  duplicate 
prescription  pharmaceutical  prod- 
ucts, subject  to  new  drug  procedures, 
to  document: 

(a)  chemical  equivalence;  and 


(b)  biological  equivalence,  where 
bioavailability  test  methods  have 
been  validated  as  a reliable  means 
of  assuring  clinical  equivalence;  or 

(c)  where  such  validation  is  not 
possible,  therapeutic  equivalence. 

In  addition,  the  PMA  supports 
federal  legislation  that  would  require 
certification  of  all  manufacturers  of 
prescription  products  before  they 
could  start  in  business,  annual  in- 
spections and  certification  thereafter, 
and  strict  adherence  to  FDA  regula- 
tions on  good  manufacturing 
practices. 

The  overall  quality  of  the 
United  States  drug  supply  is  excel- 
lent. But  only  a total  quality  assur- 
ance program,  envisaged  in  these  and 
other  policy  positions  adopted  by  the 
PMA  Board  of  Directors  in  1974, 
can  bring  about  acceptable  levels  of 
performance  by  all  prescription  drug 
manufacturers  and  thereby  assure  the 
integrity  of  your  prescription . . . 

Him  Pharmaceutical  Manufacturers 
IMORj  Association 

1155  Fifteenth  Street,  N.W 
ViKji  Washington,  D.C.  20005 

*Copies  of  the  complete  report  on  Drug 
Bioequivalence  may  be  obtained  from  the 
Superintendent  of  Documents,  U.S. 
Government  Printing  Office,  Washington, 
D.C.  20402. 


protecting  the 
integrity  of 

your  prescription 


A resource  for  therapies,  including  a 
school  for  emotionally  disturbed  children 

if  .r' 

The  Human  Resource  Institute  of  Norfolk  offers  individualized  treat- 
ment programs  within  a therapeutic  community  to  all  ages  and  diag- 
nostic categories  of  mentally  and  emotionally  disturbed  adults,  adoles- 
cents, and  children.  By  utilizing  various  individual  and  group  therapies 
the  patient  becomes  aware  of  his  own  feelings  and  his  relationship  to 
others.  The  diversified  therapies  increase  the  individual’s  j self-esteem 
and  encourage  him  to  function  in  an  effective  manner. 

. I 

An  intensive  program  of  community  activities  offered  through  the 
Creative  Services  Department  promotes  interpersonal  relationships 
among  patients  and  staff,  and  stimulates  the  patient’s  creative  poten- 
tial. Activities  such  as  dance  therapy,  recreational  therapy,  occupa- 
tional therapy,  psychodrama,  music  therapy,  and  personal  appearance 
therapy  are  individualized  according  to  the  patient’s  needs. 


An  integral  part  of  treatment  for  the  emotionally  disturbed  adolescent 
or  child  is  the  continuance  of  his  education  in  a therapeutically  con- 
trolled environment.  HUMAN  RESOURCE  ACADEMY,  a fully  licensed 
and  certified  school,  promotes  learning  with  teachers  specially  trained 
in  teaching  the  emotionally  disturbed  and  learning  disabled  students. 


Pharmaceutical  therapy  and  close  association  with  consultant  physicians 
of  all  specialities  are  important  aspects  of  patient  care  at  Human 
Resource  Institute. 


To  find  out  more  about  our  comprehensive  program  contact  the  Co- 
Medical  Directors,  Dietrich  W.  Heydf.r,  M.D.,  F.A.P.A.,  or  Fathy  A. 
Abdou,  M.D.,  F.A.P.A.,  Human  Resource  Institute  of  Norfolk,  Human 
Resources  Building,  100  Kingsley  Lane,  Norfolk,  Virginia  23505.  Phone 

(804)  489-1072. 


Maybe  the  patient’s  self-diagno- 
sis is  right.  He  could  have  hay 
fever.  But  that  bright  red  nasal 
mucosa,  along  with  the  thick  dis- 
charge and  excoriation  around 
the  nares,  strongly  suggests  that 
the  main  problem  is  a cold.  Hay 
fever  or  another  form  of  allergic 
rhinitis  may  or  may  not  be  an 
underlying  factor. 


If  a complete  history  and  ex- 
amination rule  out  allergic  rhini- 
tis, the  long-term  outlook  will  he 
a lot  more  favorable  than  his 
own  “diagnosis”  would  have  in- 
dicated. 

But  right  now,  whether  he’s 
got  allergic  rhinitis  or  a cold,  he’s 
suffering  from  the  same  irritat- 


ing symptoms  of  drip,  congestion 
and  stuffiness.  Try  Dimetapp 
Extentabs®.  They’re  formulated 
to  relieve  these  symptoms  with- 
out much  chance  of  causing 
drowsiness  or  overstimulation. 
Your  patients  will  appreciate  the 
24-hour  relief  they  can  get  from 
just  one  tablet  every  12  hours. 


€ or 


AUeryyf 


Whether  it’s  a cold  or  an  allergy,  Dimetapp  Extentabs®  effectively  relieve  stuffiness,  drip  and  congestion. 


INDICATIONS:  Dimetapp  Extentabs  are 
indicated  for  symptomatic  relief  of  aller- 
gic manifestations  of  upper  respiratory 
illnesses,  such  as  the  common  cold,  sea- 
sonal allergies,  sinusitis,  rhinitis,  con- 
junctivitis and  otitis.  In  these  cases  it 
quickly  reduces  inflammatory  edema, 
nasal  congestion  and  excessive  upper 
respiratory  secretions,  thereby  affording 
relief  from  nasal  stuffiness  and  postnasal 
drip. 

CONTRAINDICATIONS:  Hypersensitivity 
to  antihistamines  of  the  same  chemical 
class.  Dimetapp  Extentabs  are  contrain- 
dicated during  pregnancy  and  in  children 
under  1 2 years  of  age.  Because  of  its  dry- 
ing and  thickening  effect  on  the  lower 
respiratory  secretions,  Dimetapp  is  not 
recommended  in  the  treatment  of  bron- 
chial asthma.  Also,  Dimetapp  Extentabs 
are  contraindicated  in  concurrent  MAO 
inhibitor  therapy. 

WARNINGS:  Use  in  children:  In  infants 


and  children  particularly,  antihistamines 
in  overdosage  may  produce  convulsions 
and  death. 

PRECAUTIONS:  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascu- 
lar diseases  or  hypertension.  Until  the 
patient's  response  has  been  determined, 
he  should  be  cautioned  against  engaging 
in  operations  requiring  alertness  such  as 
driving  an  automobile,  operating  ma- 
chinery, etc.  Patients  receiving  antihista- 
mines should  be  warned  against  possible 
additive  effects  with  CNS  depressants 

MPiiiwtaftfP 

tubs 

Dimetane®  (brompheniramine  maleate), 

12  mg.;  phenylephrine  HCI,  15  mg.; 
phenylpropanolamine  HCI,  15  mg. 


such  as  alcohol,  hypnotics,  sedatives, 
tranquilizers,  etc. 

ADVERSE  REACTIONS:  Adverse  reac- 
tions to  Dimetapp  Extentabs  may  include 
hypersensitivity  reactions  such  as  rash, 
urticaria,  leukopenia,  agranulocytosis, 
and  thrombocytopenia;  drowsiness,  lassi- 
tude, giddiness,  dryness  of  the  mucous 
membranes,  tightness  of  the  chest,  thick- 
ening of  bronchial  secretions,  urinary 
frequency  and  dysuria,  palpitation,  hypo- 
tension/hypertension, headache,  faint- 
ness, dizziness,  tinnitus,  incoordination, 
visual  disturbances,  mydriasis,  CNS- 
depressant  and  (less  often)  stimulant 
effect,  anorexia,  nausea,  vomiting,  diar- 
rhea, constipation,  and  epigastric  distress. 

® HOW  SUPPLIED:  Light  blue  Extentabs  in 
bottles  of  100  and  500. 

AHROBINS 

A.  H.  Robins  Company,  Richmond,  Va.  23220 


jfhen  pain  goes  on...  and  on...  and  on 


For  the  patient  with  a terminal  illness,  PAIN  past, 
present,  and  future  can  dominate  his  thoughts 
until  it  becomes  almost  an  obsession.  The  more  he 
is  aware  of  the  pain  he  is  now  experiencing,  the 
more  difficult  it  is  to  erase  his  memory  of  yester- 
day's pain,  and  to  allay  his  fearful  anticipation 
of  tomorrow’s  pain. 


the  analgesic  formula  that  calms  instead  of  caffeinates 

Phenaphen 
with  Codeine 


Surely  the  last  thing  this  patient  needs  is  an 
analgesic  containing  caffeine  to  stimulate  the 
senses  and  heighten  pain  awareness.  A far  more 
logical  choice  is  Phenaphen  with  Codeine.  The 
sensible  formula  provides  V*  grain  of  phenobarbital 
to  take  the  nervous  "edge”  off,  so  the  rest  of  the 
formula  can  help  control  the  pain  more  effectively. 
Don’t  you  agree,  Doctor,  that  psychic  distress 
is  an  important  factor  in  most  of  your  terminal 
and  long-term  convalescent  patients? 


Phenaphen  with  Codeine  No  2,  3,  or  4 contains’  Phenobarbital  (Vi  gr),  16  2 mg  (warning: 
may  be  habit  forming);  Aspirin  (21/?  gr  ).  162  0 mg  ; Phenacetin  (3  gr  ),  194.0  mg  ; Codeine 
phosphate,  Vi  gr  (No.  2).  Vi  gr.  (No  3)  or  1 gr  (No  4)  (warning-  may  be  habit  forming) 
Indications:  Provides  relief  in  severer  grades  of  pain,  on  low  codeine  dosage, 
with  minimal  possibility  of  side  effects.  Its  use  frequently  makes  unnecessary 
the  use  of  addicting  narcotics.  Contraindications:  Hypersensitivity  to  any  of 
the  components  Precautions:  As  with  all  phenacetin-containing  products, 
excessive  or  prolonged  use  should  be  avoided  Side  effects:  Side  effects  are 
uncommon,  although  nausea,  constipation  and  drowsiness  may  occur  Dosage: 
Phenaphen  No  2 and  No.  3 — 1 or  2 capsules  every  3 to  4 hours  as  needed: 
Phenaphen  No  4 — 1 capsule  every  3 to  4 hours  as  needed.  For  further  details 
see  product  literature. 

srr.  Phenaphen  with  Codeine  is  now  classified  in  Schedule  III,  Controlled  Sub- 
\!1  stances  Act  of  1970.  Available  on  written  or  oral  prescription  and  may  be 
refilled  5 times  within  6 months,  unless  restricted  by  state  law. 


A H Robins  Company,  Richmond,  Va. 
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Entrapped  gas 


••• 


Silent 
partner  of 
GI  spasm 

Painful  GI  spasm  in  the  presence  of  entrapped 
gas  causes  even  more  pain  and  more  discomfort.  Yet, 
while  spasm  is  relieved,  entrapped  gas  often  goes 
untreated. 

Not  so  when  you  prescribe  Sidonna.  Sidonna 
helps  release  entrapped  gas  with  specially  activated 
simethicone,  a nonsystemic  antiflatulent,  while  also 
helping  to  relieve  spasm  with  a traditional  combina- 
tion of  belladonna  alkaloids.  And  Sidonna  provides 
mild  sedation  with  butabarbital. 

Sidonna.  The  therapeutic  partnership  approach 
to  functional  or  organic  GI  disturbances  including 
spastic  colon,  irritable  bowel  syndrome,  gastroenteri- 
tis, gastritis,  peptic  ulcer  and  nervous  indigestion. 

Contraindications : hypersensitivity  to  barbiturates  or  bella- 
donna alkaloids;  glaucoma,  prostatic  hypertrophy,  pyloric 
obstruction.  Side  Effects:  dry  mouth,  blurred  vision,  dysuria, 
skin  rash,  constipation  or  drowsiness.  Dosage : one  or  two  tablets 
preferably  before  meals  and  at  bedtime. 

Reed  & Camrick/ Kenilworth,  N.J.  07033  |j^j 

Sidonna* 

Each  scored  tablet  contains:  specially  activated  simethicone 
25  mg.,  hyoscyamine  sulfate  0.1037  mg.,  atropine  sulfate 
0.0194  mg.,  hyoscine  hydrobromide  0.0065  mg.  (equivalent  to 
belladonna  alkaloids  [as  bases]  0.1049  mg.)  and  butabarbital 
sodium  N.F.  16  mg.  (Warning:  may  be  habit  forming.) 

A working  partnership 
against  the 
pain  of  gas  and  spasm 


Help 

slop  the  tears 

of  colic,  diarrhea 
or  similar  malady 


Use  i-Soyalac. 


i-Soyalac  and  regular  Soyalac  are  palatable,  readily 
digestible  and  assimilated.  It 
simulates  human  milk  in  ap- 
pearance, taste  and  texture. 

It  is  complete  with  vitamins 
and  minerals.  It  is  suitable  for 
infants  and  children  who  are  sensitive 
to  or  cannot  tolerate  cow’s  milk. 

For  nearly  a quarter  of  a century,  Soyalac  has  proven 
its  value  in  promoting  growth  and  development— 
as  shown  by  extensive  clinical  data. 

Available  in  four  forms:  i-Soyalac  Concentrated, 
Soyalac  Concentrated,  Soyalac  Ready-to- 
Serve,  and  Soyalac  Powder. 


i-Soyalac  from  isolated  protein  without  corn. 


Send  to:  Loma  Linda  Foods 

Medical  Products  Division 
Riverside,  Calif.  92505 

Please  send  me  free  sample  and  literature. 


Name 


Address 


City 


State Zip 


Or  a simple  note  on  your  prescription  form  will  do. 


The  MUDRAJVfES 

Discreet  formulations  of  four  well  regarded  drugs  for  the  relief  of  bronchial 
distress — Potassium  Iodide,  Glyceryl  Guaiacolate,  Aminophylline,  Ephedrine  with 
Phenobarbital  (to  lessen  cardiac  stimulation). 
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INDICATIONS:  For  the  prompt  symptomatic  relief 
of  bronchial  asthma,  emphysema  and  bronchiectasis. 
The  Mudranes  dilate  the  bronchi  and  liquefy  mucus 
plugs.  DOSAGE:  Tablet;  One  tablet  with  a full  glass 
of  water  3 or  4 times  daily  as  required.  Divide  tablet 
for  child’s  dose.  Elixir;  Children,  1 cc  for  each  10  lbs. 
of  body  weight.  May  be  repeated  3 or  4 times  a day. 
Adult,  one  tablespoonful  4 times  daily.  All  doses  should 
be  followed  with  a glass  of  water. 

CONTRAINDICATIONS : Aminophylline  Theophylline  is  contraindicated  in 
the  presence  of  severe  cardiac  arrhythmias  and  patients  with  massive  myocardial 
damage.  Ephedrine,  in  presence  of  severe  heart  disease,  extreme  hypertension, 
and  in  hyperthyroidism.  Phenobarbital.  in  porphyria  and  in  patients  with 
known  phenobarbital  sensitivity.  Potassium  Iodide,  in  pregnancy  (to  protect  the 
fetus  against  possible  iodine-induced  depression  of  thyroid  activity),  in  tubercu- 
losis (produces  jrumma  dissolution),  and  in  acne;  also  in  the  presence  of  known 
iodide  sensitivity.  PRECAUTIONS:  Aminophylline/Theophylline  should  be 
avoided  in  patients  with  massive  myocardial  damage  and/or  severe  cardiac 


arrhythmias.  In  children,  overdose  may  cause  vomiting,  cardiac  arrhythmias, 
and  severe  agitation.  Ephedrine  should  be  used  with  caution  in  the  presence  of 
severe  cardiac  disease,  particularly  arrhythmias  and  angina  pectoris;  avoid  in 
hyperthyroidism  and  severe  hypertension.  Phenobarbital  may  be  habit-forming. 
Avoid  overdosage.  Potassium  Iodide:  Discontinue  in  the  presence  of  skin  rash, 
swelling  of  the  eyelids  and  severe  frontal  headache.  Long  use  may  cause  goiter. 
ADVERSE  REACTIONS:  Aminophylline/Theophylline  may  cause  nausea, 
cardiac  arrhythmias,  and  aggravate  severe  myocardial  disease.  It  may  cause 
headaches  and  tachycardia.  Vomiting  and  dizziness  are  not  uncommon.  Ephed- 
rine: In  patients  hypersensitive  to  CNS  stimulation,  ephedrine  may  cause  nerv- 
ousness. tachycardia,  extrasystole  and  ventricular  arrhythmias.  May  cause  uri- 
nary retention,  especially  in  the  presence  of  partial  prostatic  obstruction. 
Psychoneurosis  may  be  aggravated.  Pre-existing  anginal  pain  will  be  aggra- 
vated. Phenobarbital  may  produce  severe  skin  rash.  Avoid  overdosage.  May  be 
habit-forming.  Potassium  Iodide  may  cause  nausea.  Over  very  long  period  of 
use.  iodides  cause  goiter.  Discontinue  if  patient  develops  skin  rash,  eye  irrita- 
tion. eyelid  swelling,  or  severe  frontal  headache. 

HOW  SUPPLIED:  Mudrane  and  Mudrane  GG  avail- 
able in  bottles  of  100  and  1000  tablets;  Mudrane-2  and 
Mudrane  GG-2  in  100s;  Elixir  in  pints  and  half-gallons. 


Federal  law  prohibits  dispensing  without  prescription. 

WILLIAM  P.  POYTHKESS  & COMPANY,  INC..  RICHMOND,  VIRGINIA  232(11 


One  contains  aspirin. 
One  doesn’t. 


Darvon 

Compound-65 

65  mg.  propoxyphene  hydrochloride, 
227  mg.  aspirin,  162  mg.  phenacetin, 
and  32.4  mg.  caffeine 


100  mg.  propoxyphene  napsylate 
and  650  mg.  acetaminophen 


Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company,  Inc.,  Indianapolis,  Indiana  46206 
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Guest  Editorials 


Bill  Finally  Paid 

Dear  Mr.  Editor: 

The  following  experience  has  been  of  interest  to  me.  Perhaps  it  will  be  to 
you  and  to  others. 

May  4,  1973— W ife  fell  and  broke  left  wrist.  She  went  to  the  hospital  emer- 
gency room.  Bill  was  $53.00. 

May  5— She  saw  orthopedist  at  his  office.  Cast  applied. 

June  11— Received  statement  from  Blue  Cross  (not  a bill)  indicating  that  we 
owed  the  hospital  $53.00. 

June  13— Paid  the  bill  of  $53.00. 

June  18— Wife  entered  the  hospital  for  one  day.  Bill  was  $121.31.  “Expected 
from  Medicare  and  Blue  Cross.” 

June  29— Found  that  insurance  covered  the  $53.00  I had  already  paid  the 
hospital.  Called  Blue  Cross  and  advised  the  lady  in  the  business  office  that 
such  was  the  case  and  that  I should  get  a refund. 

Called  orthopedist’s  office  and  asked  for  the  bill  since  service  was  covered 
by  insurance. 

Wrote  letter  to  named  lady  in  Blue  Cross  advising  her  of  the  above  facts. 

July  13— Received  bill  from  hospital  for  $185.01  (no  explanation  for  differ- 
ence from  bill  of  June  18). 

July  15— Wife’s  wrist  doing  very  well. 

July  16— Filled  out  form  sent  by  lady  in  Blue  Cross  business  office.  She  had 
never  gotten  my  letter  of  June  29. 

July  23— Talked  to  hospital  business  office  about  variation  in  bills.  There 
was  some  trouble  with  the  computer  so  they  could  not  check  items. 


August  10— Received  second  bill  for  $185.01. 


August  20— Called  business  office  at  the  hospital.  They  found  the  mistake  in 
the  bill.  Bill  should  have  been  $122.01.  Discussed  the  $53.00  refund  with 
the  lady  at  Blue  Cross.  She  advised  me  that  I would  receive  the  refund. 

August  27— Received  a blue  paper  from  Traveler’s  Insurance  Company.  “Ex- 
planation of  Medicare  Benefits”— “No  payment  can  be  made.”  Have  met 
$53.70  of  the  deductible  for  1973.  Total  is  $60.00. 

September  12— Talked  to  named  lady  at  Blue  Cross.  She  had  changed  jobs. 
She  was  to  check  situation  and  call  me.  She  never  called. 

September  14— Received  bill  from  hospital  for  $72.70.  Statement  read  that 
the  insurance  company  had  paid  $49.31. 

November  19— Named  lady  at  Blue  Cross  had  left  their  employment.  Re- 
viewed all  background  with  new  lady  who  said  she  would  let  me  know  status 
by  November  21. 

November  26— New  lady  called  to  say  claim  had  been  paid.  I should  call 
hospital  for  reimbursement. 

Received  blue  sheet  from  Traveler’s  Insurance  Company  entitled  “Medicare 

Payment— This  is  not  a check do  not  cash.”  Total  medical  bills— $235.00. 

Medicare  paid  $13.70. 

November  28— Called  lady  at  hospital  business  office.  She  was  out  sick.  Re- 
viewed whole  problem  with  some  other  lady  who  understood  the  situation 
and  agreed  that  I was  due  a refund  of  $53.00  and  said  I would  get  it  in  a 
week. 

December  1— Received  statement  from  Blue  Cross  that  they  had  paid  hospital 
bill  in  full. 

December  17— Called  hospital  business  office  lady  who  found  that  $53.00 
was  for  outpatient  service.  This  came  under  a different  office.  Reviewed 
the  whole  problem  with  new  lady.  She  said  refund  check  had  been  requested 
and  would  come. 

December  20— Received  check  for  $53.00  refund.  Doctor’s  bill  had  not  been 
paid. 

March  18,  1974— Doctor’s  bill  paid. 

SUMMARY:  Res  ipsa  loquitur. 


Kinloch  Nelson,  M.D. 


1621  Hanover  Avenue 
Richmond,  Virginia  23220 
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Echocardiography  in  the  Diagnosis  of  Heart  Disease 
in  the  Infant  and  Child 


J.  B.  TINGELSTAD,  M.D. 
Richmond,  Virginia 


Echocardiography  is  a non-inva- 
sive  diagnostic  method  that  is  be- 
ing used  with  increasing  frequen- 
cy in  patients  of  all  ages.  Impor- 
tant information  can  be  obtained 
even  from  the  smallest  infant. 
There  is  no  known  risk. 

Echocardiography,  the  use  of  re- 
flected ultrasonic  waves  in  evaluating  car- 
diac structures,  is  proving  to  be  an  increas- 
ingly valuable  noninvasive  method  for  the  de- 
tection and  diagnosis  of  heart  disease  in  pa- 
tients of  all  ages.1'4  Although  the  concept  of 
“echoes”  has  been  recognized  for  generations 
(Fig.  1),  the  use  of  ultrasound  probably 
achieved  its  greatest  public  acclaim  as  sonar, 
a means  of  detecting  enemy  submarines  dur- 
ing World  War  II.  Beginning  with  its  appli- 
cation to  cardiac  structures  some  two  decades 
ago,  equipment  and  techniques  have  pro- 
gressed to  the  point  where  important  diagnos- 
tic information  can  be  obtained,  even  from 
the  smallest  infant.  Although  ultrasound  is 
defined  as  sound  with  a frequency  greater 
than  20  thousand  cycles  per  second,  that  used 
in  echocardiography  ranges  from  two  million 
to  five  million  cycles  per  second.  At  this 
time,  the  use  of  diagnostic  ultrasound  is  a 
procedure  without  known  risk/’ 

From  the  Department  of  Pediatrics,  Virginia 
Commonwealth  University,  Medical  College  of 
Virginia,  Health  Sciences  Center. 

Address  for  reprints:  Jon  B.  Tingelstad, 
M.D.,  Department  of  Pediatrics,  Box  291,  Medi- 
cal College  of  Virginia,  Richmond,  Virginia 
23298. 


Fig.  1.  One  of  the  earliest  forms  of  echoes. 


The  following  is  not  proposed  as  a compre- 
hensive review  of  the  subject  of  echocardi- 
ography but  is  intended  to  acquaint  the  prac- 
ticing physician  with  the  potentials  and  pitfalls 
of  this  technique.  The  interested  reader  is 
referred  to  excellent  works  on  the  subject,1 4 
plus  the  many  other  articles  appearing  almost 
monthly  in  medical  journals. 

Methods 

With  the  patient  in  the  supine  position  or 
rotated  slightly  to  the  left,  the  transducer  is 
placed  in  the  third  or  fourth  intercostal  space 
along  the  left  sternal  border  (Fig.  2A).  As  the 
pulsed  ultrasonic  beam  is  emitted  by  the  trans- 
ducer it  strikes  different  structures  of  the 
heart  which  have  different  densities  or  accous- 
tical  impedances  (Fig.  2B).  At  the  interfaces 
between  the  structures  (i.e.  muscular  walls, 
blood  or  valves)  the  sound  waves  either  un- 
dergo reflection  or  refraction,  and  some  of  the 
reflected  waves  are  sensed  by  the  transducer 
which  converts  them  to  electrical  signals  that 
are  displayed  on  an  oscilloscope.  As  the  angu- 
lation of  the  transducer  beam  is  changed  in- 
formation is  gathered  concerning  the  atrio- 
ventricular valves,  semilunar  valves  and  great 
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Fig.  2 A.  The  transducer  is  placed  in  the  third  or  fourth  left  intercostal  space.  2B— Cross  section  of 
the  heart  showing  the  ultrasonic  beam  as  it  is  directed  through  positions  1,  2,  and  3.  AMV  = an- 
terior mitral  valve,  AO  = aorta,  I VS  =;  interven  tricular  septum,  LA  = left  atrium,  LV=  left  ventri- 
cle, PLY  = posterior  left  ventricular  wall,  PMV  = posterior  mitral  valve,  RV  = right  ventricle. 


arteries,  left  atrium,  ventricular  walls  and 
chambers,  interventricular  septum,  and  peri- 
cardial space.  By  recording  the  motions  of 
the  various  structures  in  relationship  to  the 
electrocardiogram  on  photographic  film  or 
paper  at  a fixed  rate  of  speed,  the  typical  echo- 
cardiogram is  produced. 

All  echocardiograms  were  performed  with 
a Unirad  100  Series  Diagnostic  Echoscope  Sys- 
tem using  a 2.25  MHz  non  focused  transducer 
with  a 10  mm  diameter  or  a 3.5  MHz  trans- 
ducer of  10  mm  diameter  focused  at  5 cm. 
The  echograms  were  recorded  either  by  means 
of  a Tektronix  174  strip  chart  recorder  or  on 
Polaroid  photographs. 

Position  1 (Fig.  2B ) 

In  this  position  the  transducer  is  placed  in 
the  third  or  fourth  left  intercostal  space  and 
the  ultrasonic  beam  is  directed  slightly  medi- 
ally and  upward.  The  sound  waves  strike  the 
right  ventricular  outflow  tract,  the  aortic  root 
and  the  left  atrium.  The  aortic  root  moves 
anteriorly  or  toward  the  transducer  during 
systole  and  moves  posteriorly  or  awav  from 
the  transducer  during  diastole  (Fig.  3).  In 
systole  the  right  coronary  cusp  and  noncoro- 
nary cusp  of  the  aortic  valve  open  producing  a 
“box-like”  configuration.  As  the  valve  closes 
in  diastole  a single  centrally  located  echo  rep- 


«/ 


LA 


Fig.  3.  Echogram  of  normal  aortic  valve  and  left  atrium. 
AO  = aorta,  LA  = left  atrium,  NCC  = noncoronary 
cusp,  RCC  = right  coronary  cusp.  Arrow  points  to 
centrally  located  echo  representing  fusion  of  the  aortic 
leaflets  in  diastole. 

resenting  fusion  of  the  leaflets  is  seen  in  the 
aortic  root. 

Although  the  systolic  gradient  of  aortic 
stenosis  cannot  be  calculated  from  the  echo- 
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cardiogram,  abnormalities  of  the  aortic  valve 
may  be  recognized.  The  principal  finding  in 
patients  with  stenosis  of  the  aortic  valve  is  the 
recording  of  multiple  echoes,  more  apparent 
during  diastole,  from  the  thickened  aortic 
leaflets.  This  eleven  year  old  boy  had  a sys- 
tolic gradient  of  80  mmHg  across  his  aortic 
valve  (Fig.  4). 


Fig.  4.  Echogram  of  stenotic  aortic  valve  showing  mul- 
tiple echoes,  more  apparent  during  diastole.  Legend 
same  as  Fig.  3. 

The  bicuspid  aortic  valve,  perhaps  the  most 
common  congenital  malformation  of  the  heart 
or  great  vessels,  is  susceptible  to  infective  en- 
docarditis and  some  will  progress  to  significant 
stenosis.6  This  malformation  presents  a char- 
acteristic echocardiographic  pattern  in  that  the 
aortic  diastolic  closure  echo  is  eccentrically 
positioned  either  posteriorly  or  anteriorly  in 
the  aortic  root  (Fig.  5). 7 

In  the  normal  patient  the  width  of  the 
aortic  root  and  the  maximum  diameter  of  the 
left  atrium  are  approximately  equal.  The  echo- 
cardiogram is  an  effective  means  of  detecting 
abnormalities  in  the  size  of  either  of  these 
structures.  Figure  6 A shows  the  marked  en- 
largements of  the  left  atrium  of  a 14  year  old 
boy  with  severe  mitral  insufficiency.  Follow- 


Fig.  5.  Echogram  of  bicuspid  aortic  valve  showing  ec- 
centrically positioned  diastolic  closure  echo.  Note  ar- 
row. Other  legend  same  as  Fig.  3. 


ing  disc  valve  replacement  the  left  atrial  size 
has  diminished  appreciably  (Fig.  6B). 

Position  2 (Fig.  2B) 

In  this  position  the  transducer  is  placed  in 
the  third  or  fourth  left  intercostal  space  and 
the  ultrasonic  beam  is  pointed  almost  directly 
posteriorly.  The  sound  waves  strike  the  right 
ventricle,  interventricular  septum,  left  ven- 
tricle, anterior  leaflet  of  the  mitral  valve,  pos- 
terior leaflet  of  the  mitral  valve,  and  posterior 
wall  of  the  left  ventricle.  The  continuities  of 
the  interventricular  septum  with  the  anterior 
aspect  of  the  aortic  root  and  the  anterior  leaf- 
let of  the  mitral  valve  with  the  posterior  aspect 
of  the  aortic  root  are  important  relationships 
documented  when  evaluating  the  heart  by 
echocardiogram.  With  the  onset  of  diastole, 
the  anterior  leaflet  of  the  mitral  valve  moves 
anteriorly  whereas  the  posterior  leaflet  moves 
posteriorly,  but  to  a lesser  degree  (Fig.  7).  As 
rapid  passive  filling  of  the  left  ventricle  oc- 
curs, the  leaflets  begin  to  come  together  and 
the  echo  recorded  from  the  anterior  leaflet 
during  this  interval  is  referred  to  as  the  E to 
F slope.  The  leaflets  again  open  abruptly  as 
left  atrial  contraction  occurs  and  finally  close 
completely  with  onset  of  ventricular  systole. 

Patients  with  mitral  stenosis  have  a charac- 
teristic pattern  by  echocardiogram  in  that 
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Fig.  6.  Echogram  demonstrating  enlarged  left  atrium  (6A)  and  diminution  in  size  following  disc  re- 
placement of  mitral  valve  (6B).  AOR  = aortic  root,  LA  = left  atrium. 


their  E to  F slope  is  flattened  and  the  initial  terior  direction  (Fig.  8).  By  measuring  the 
movement  of  the  posterior  leaflet  is  in  an  an-  rate  of  descent  of  the  E to  F slope  one  appre- 


Fig.  7.  Echogram  of  normal  mitral  valve  showing  the 
anterior  (AMV)  and  posterior  (PMV)  leaflets.  Note 
the  steep  E to  F slope. 


Fig.  8.  Echogram  demonstrating  mild  to  moderate  steno- 
sis of  the  mitral  valve.  Note  the  flattening  of  the  E to 
F slope  and  the  initial  anterior  movement  of  the  pos- 
terior leaflet  of  the  mitral  valve.  Legend  same  as  Fig. 
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dates  the  severity  of  the  stenosis,  the  more 
extreme  degree  reflected  by  a flatter  slope. 

By  moving  the  transducer  through  an  arc 
between  positions  1 and  2,  a scan  is  performed 
and  the  relationships  between  the  aortic  root 
and  mitral  valve  are  confirmed.  Figure  9 dem- 
onstrates normal  mitral-aortic  continuity. 
When  such  a scan  was  performed  on  a four 
day  old  infant,  the  mitral  valve  could  not  be 
located  despite  repeated  attempts  (Fig.  10). 
Cardiac  catheterization  later  documented  the 
diagnosis  of  mitral  valve  atresia. 

If  the  scan  demonstrates  lack  of  continuity 
between  the  anterior  aspect  of  the  aortic  root 
and  the  interventricular  septum  and  the  form- 
er is  displaced  anteriorly,  it  suggests  a defect 
with  an  overriding  aorta.  Figure  11  is  an  echo- 
cardiogram from  a six  day  old  infant  with 
severe  tetralogy  of  Fallot. 

Position  3 (Fig.  2B) 

In  this  position  the  transducer  is  placed  in 
the  third  or  fourth  left  intercostal  space  and 
the  ultrasonic  beam  is  directed  slightly  lat- 
erally and  downward.  The  sound  waves  strike 
the  right  ventricle,  interventricular  septum, 
left  ventricle,  and  posterior  left  ventricular 
wall.  This  view  will  demonstrate  abnormali- 


Fig.  9.  Scan  of  normal  newborn  infant.  AMV  = an- 
terior mitral  valve,  AO  = aorta,  1VS  = interventricu- 
lar septum,  LA  left  atrium,  LV  = left  ventricle, 
RV  = right  ventricle. 

ties  of  chamber  size,  ventricular  wall  thickness 
or  motion,  and  interventricular  septal  thickness 
or  motion.  Figure  1 2 shows  a normal  patient 


Fig.  10.  Echogram  scan  of  4 day  old  infant  which  fails  to  demonstrate  the  mitral  valve.  Arrow  points 
to  position  where  anterior  leaflet  of  mitral  valve  should  be  seen.  AO  = aorta,  LA  = left  atrium. 
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Fig.  11.  Echogram  demonstrating  the  aortic  root  (AO)  overriding  the  interventricular  septum  (IVS). 
This  6 day  old  infant  has  tetralogy  of  Fallot.  LA  = left  atrium. 


with  the  interventricular  septum  moving  pos- 
teriorly in  systole  to  oppose  the  anterior  sys- 
tolic movement  of  the  posterior  left  ventric- 
ular wall. 

Paradoxical  septal  motion,  the  anterior  sys- 
tolic movement  of  the  septum,  has  been  dem- 
onstrated in  many  patients  with  malformations 
producing  right  ventricular  volume  overload 


Fig.  12.  Echogram  showing  normal  right  ventricle  (RV), 
interventricular  septum  (IVS),  and  left  ventricle 
(LV).  PLV  = posterior  left  ventricular  wall. 


(Fig.  13).  These  defects  include  atrial  septal 
defect,  total  anomalous  pulmonary  venous  re- 
turn, tricuspid  insufficiency,  and  pulmonary 
insufficiency. 

Pericardial  effusion,  even  in  small  amounts, 
may  be  detected  with  accuracy  by  echocardio- 
gram. The  fluid  may  be  noted  anterior  to  the 
right  ventricular  free  wall  or  may  be  seen  pos- 
terior to  the  posterior  wall  of  the  left  ventri- 
cle. By  performing  a scan,  the  characteristic 
pattern  of  posterior  effusion  extending  from 
the  left  atrial-left  ventricular  junction  toward 
the  apex  of  the  heart  is  demonstrated  (Fig. 
H). 

Information  concerning  the  tricuspid  valve 
and  the  pulmonary  artery  and  valve  can  also 
be  gotten  by  pointing  the  transducer  beam  in 
the  appropriate  direction. 

Echocardiography  is  a proven  diagnostic 
technique  which  is  noninvasive  and  without 
known  risk.  In  selected  patients  it  has  obviated 
the  need  for  cardiac  catheterization.  It  appears 
to  have  even  greater  potential  for  the  future 
with  broader  application  and  the  development 
of  more  sophisticated  multiple  crystal  trans- 
ducers and  display  systems. 
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Fig.  14.  Echogram  showing  large  posterior  pericardial  effusion.  AO  = aorta,  IVS  = interventricular  septum, 
LA  — left  atrium,  MV  = mitral  valve,  PF  = posterior  fluid,  PLV  = posterior  left  ventricular  wall,  RV  = 
right  ventricle. 
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up  to  a maximum  of  $5,000)  for  failure  to  fur- 
nish complete  information  or  failure  to  file  the 
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A Plea  for  Colposcopy 


TAULLAH  BACAJ,  M.D. 
Alexandria,  Virginia 


The  number  of  cancerous  and 
precancerous  lesions  that  are 
missed  by  Pap  smear  and  random 
biopsy  is  too  high  to  be  accept- 
able. Most  of  these  lesions  can 
be  picked  up  by  colposcopy. 

Th  is  technique  should  have  more 
general  use. 

THE  COLPOSCOPE  is  an  optical  instru- 
ment that  permits  the  examination  of  the 
cervix,  vagina  and  vulva  under  the  magnifica- 
tion of  a low  power  microscope.  This  clini- 
cal tool  in  the  hands  of  the  colposcopist  in- 
creases the  clinician’s  diagnostic  acumen  in 
identifying  fine  details  of  vagino-cervical 
physiology  and  pathology.  Many  oncologic 
centers  and  dysplasia  clinics  are  using  the  col- 
poscope  with  good  results  in  locating  and  then 
biopsying  abnormal  cervical  lesions  missed  by 
routine  gynecologic  examination  or  by  vaginal 
cytology.  It  is  conceded,  today,  that  vaginal 
cytology  missed  between  6-69%  of  cancerous 
or  pre-cancerous  lesions.'1  Almost  all  of  the 
cytology  errors  can  be  picked  up  with  colpo- 
scopy. Even  randomly  taken  biopsies  can  miss 
14-20%  of  cervical  cancers.2  The  margins  of 
error  of  false-negative  Pap  smears  and  random 
biopsies  should  hardly  be  acceptable  to  todav’s 
standards  of  Gynecologic  practice. 

More  important  than  “trapping”  most  of 
the  suspicious  lesions  that  filter  through  the 
network  of  cytology,  and/or  random  punch 
biopsy,  it  identifies  epithelial  abnormalities 
that  have  not  progressed  to  any  significant  de- 
gree of  malignancy  but  which  may  eventually 
do  so  if  left  untreated. 


All  areas  of  epithelial  morphologic  abnor- 
mality (those  labeled  as  basal  cell  hyperplasia, 
acanthosis,  parakeratosis,  epithelial  atypia,  va- 
rious degrees  of  dysplasia,  cervical  initial  neo- 
plasia, carcinoma  in  situ,  etc.)  are  clearly  lo- 
cated by  the  colposcope  as  to  their  extent  and 
severity.  All  these  epithelial  abnormalities, 
which  are  grounds  for  potential  problems,  can 
be  treated  in  time  by  excision  or  by  physical 
destruction  (thermocautery1  or  cryosurgery4). 
/ 'll  ant  to  strongly  emphasize  the  role  of  col- 
poscopy because  it  enables  the  clinician  to 
eliminate  at  its  inception  any  suspicious  area 
that  may  breed  cancer , and  this  can  be 
achieved  without  destroying  function  or  or- 
gan. In  my  opinion,  the  colposcope  is  prob- 
ably the  most  effective  and  precise  tool  for 
the  prophylaxis  of  cervical  cancer. 

We  do  not  know  the  etiology  of  cancer. 
As  long  as  we  have  to  rely  on  morphologic 
and  structural  changes  to  diagnose  it,  colpo- 
scopic  examination  gives  us  the  earliest  signs 
of  epithelial  deviation  from  normalcy.  The- 
oretically, the  colposcope  may  be  surpassed 
only  by  very  sensitive  and  specific  immuno- 
logic methods  of  diagnosis  of  a very  early 
anaplastic  change. 

On  the  financial  plane,  colposcopy  not  only 
bars  the  road  to  the  development  of  invasive 
cervical  cancer  with  all  its  sufferings  and  fi- 
nancial disaster,  but  often  eliminates  even  the 
not  insignificant  expense  and  surgical  hazards' 
involved  in  the  commonly  used  conization,  re- 
quired for  tissue  diagnosis  in  all  cases  of  re- 
peated abnormal  Pap  smears.  A well  con- 
ducted colposcopic  examination,  with  its  di- 
rected punch  biopsy,  can  avoid  80-90%  of 
the  otherwise  indicated  conizations.  The  col- 
poscope is  particularly  useful  in  pregnant 
women  with  abnormal  cytologic  smears.*1  It 
has  been  reported  that  one  out  of  five  pregnant 
patients  abort  after  conization.  By  avoiding 
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this  procedure,  we  decrease  the  risks  of  fetal 
loss. 

Recently,  the  Diethylstilbestrol  used  years 
ago  in  pregnant  women  to  prevent  early  fetal 
wastage  has  thrown  another  thorny  problem 
in  the  hands  of  the  gynecologist  today— that 
of  vaginal  adenosis.  This  abnormality  discov- 
ered recently  is  now  in  the  headlines,  not  only 
as  related  to  the  very  rare  clear  cell  adenocar- 
cinoma of  the  vagina  and  the  cervix  in  young 
females,  as  reported  by  Herbst  et  al,7  but  also 
as  related  to  metaplastic  and  dysplastic  changes 
of  the  “ectopic  columnar  epithelium.”  8 The 
colposcope  is  the  ideal  instrument  to  investi- 
gate thoroughly  the  vagina  and  fornices  and 
either  treat  or  keep  these  lesions  under  sur- 
veillance, as  the  case  may  be.  It  is  the  general 
consensus  that  cytology  is  totally  inadequate 
in  detecting  vaginal  adenosis.9 

Every  vaginc-cervical  lesion  that  has  al- 
ready been  treated  for  malignancy  or  prema- 
lignancy requires  cytologic  and  colposcopic 
follow-up  if  we  want  to  discover  in  time  the 
recurrences  or  new  foci.  (It  is  known  that 
more  than  20%  of  genital  cancers  are  multi- 
centric.10) 

On  the  psychologic  plane,  at  the  end  of  a 
colposcopic  examination,  the  clinician  can  tell 
most  of  the  time  if  one  is  dealing  with  a seri- 
ous lesion  or  not.  In  about  85%  of  the  cases, 
one  is  able  to  reassure  the  patient  immediate- 
ly.11 An  experienced  colposcopist  can  predict 
often  the  result  of  the  tissue  diagnosis  of  the 
biopsied  specimen.  This  is  very  important 
news  to  the  anxious  woman  under  study.  But 
I would  like  to  make  clear  the  fact  that  the 
colposcope  is  a clinical  tool  and  the  diagnosis 
of  malignancy  pertains  totally  to  the  path- 
ologist. Colposcopy  is  not  histology.  Further- 
more, the  usefulness  of  colposcopy  is  limited 
to  about  1.0  cm  above  the  squamocolumnar 
junction  of  the  cervix,  and  it  is  well  known 
that  10-15%  of  cervical  malignancies  are 
found  above  that  junction. 

Colposcopy  is  not  here  to  replace  cytology. 
This  would  be  a grave  error.  On  the  con- 
trary, both  methods  are  complementary  and 
the  end  result  should  be  victory  against  cervi- 
cal cancer.  In  fact,  in  1958,  Navratil  and  Al 


of  Graz,  in  a study  involving  more  than  1 8,000 
women  examined  by  colposcopy,  cytology 
and  directed  biopsy,  306  cancers  of  the  cervix 
were  discovered.  In  8.5%  of  the  series  cytol- 
ogy was  negative  and  colposcopy  positive.  In 
17%  colposcopy  was  negative  but  cytology 
was  positive.  This  latter  group  represented 
many  endocervical  lesions  beyond  the  reach  of 
colposcopic  examination.  Using  both  meth- 
ods an  extraordinary  98.7%  accuracy  was  at- 
tained.12 

Obviously,  as  with  cytology,  proficiency  in 
the  use  of  the  colposcope  is  a must  but  this 
technique  can  be  acquired  relatively  easily 
with  practice.  Recognizing  the  limited  num- 
ber of  colposcopists  in  the  United  States  to- 
day, this  examination  cannot  be  extended  to 
every  adult  female  nationwide.  This  investi- 
gation has  to  be  reserved  primarily  for: 

1.  Those  with  abnormal  Pap  smears 

2.  Those  with  clinically  suspected  lesions 

3.  To  all  treated  precancerous  and  cancer- 
ous patients 

4.  To  all  young  patients  with  a history  of 
Diethylstilbestrol  treated  mothers 

5.  To  all  precancerous  lesions  left  untreated 
for  whatever  reasons 

6.  To  all  high  risk  patients  (jrimiscuous 
and  low  socio-economic  stra  a,  eoidemi- 
ologically  significant). 

What  are  the  limitations  of  cob  oscopy? 
Colposcopy  is  of  no  help  in  those  lesions 
which  extend  within  the  cervical  canal  beyond 
the  limits  of  visibility.  It  is  of  no  help  in  those 
post  menopausal  women  in  whom  the  squamo- 
columnar junction  has  grown  inwards  and  can- 
not be  inspected.  Colposcopy  is  limited  in 
those  early  precancerous  lesions  that  start  deep 
in  the  clefts  of  the  glands  and  do  not  readily 
reach  the  gland  openings.  Once  the  anaplastic 
epithelium  grows  upwards  and  presents  at  the 
ostium  it  can  be  visualized  and  recognized. 
Colposcopic  examination  is  also  limited  in  the 
distorted  badly  scarred  and  eccentrically  drawn 
cervices  which  are  difficult  to  expose,  or  in  the 
stenotic  vaginas  (post  irradiation,  etc.)  or  in 
cases  of  altered  anatomic  cervical  position  such 
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as  those  caused  by  large  uterine  or  ovarian 
tumors.  In  these  cases,  the  cervix  cannot  be 
visualized  at  all. 
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Home  Temperatures. 


Americans  who  have  responded  to  energy 
conservation  pleas  and  kept  their  home  tem- 
peratures somewhat  lower  this  winter  likely 
are  somewhat  healthier  than  those  who  have 
continued  to  overheat  their  dwellings. 

Temperatures  in  the  mid-60s  are  healthier 
than  temperatures  in  the  mid-70s,  the  Ameri- 
can Medical  Association  reminds. 

Heating  the  interior  of  homes  and  offices 
during  the  winter  removes  moisture  from  the 
air.  The  higher  the  temperature,  the  dryer 
the  air.  Air  with  little  moisture  aggravates 
bronchial  and  other  respiratory  problems.  It 


can  contribute  to  dry  throat  and  nose,  coughs 
and  dry,  itchy  skin. 

The  respiratory  system  doesn’t  cope  well 
with  sudden  changes  in  temperature.  Moving 
from  an  overly  warm  room  into  outside  cold 
affects  the  body  adversely,  causing  coughs  and 
respiratory  problems.  The  body  adjusts  to 
temperature  changes  gradually. 

There  are  no  major  health  advantages  in- 
herent in  keeping  inside  temperature  some- 
what lower,  but  there  are  minor  advantages 
that  add  to  comfort  and  well  being  during  the 
winter. 


Volume  102,  June,  1975 


467 


The  Forensic  Psychiatry  Clinic:  A Model  for 
Cross-Disciplinary  Education  and  Service 

ROBERT  SHOWALTER,  M.D. 
BROWNING  HOFFMAN,  M.D. 
Harrisonburg,  Virginia 


Plans  have  been  drawn  for  an  In- 
stitute for  Law  and  Psychiatry  at 
the  University  of  Virginia  with 
the  Forensic  Psychiatry  Clinic, 
here  described,  acting  as  its  "trial 
balloon".  In  addition  to  the  goals 
of  service,  teaching  and  research, 
the  Clinic  may  in  time  exert  an 
influence  on  public  understand- 
ing and  on  legislative  agencies. 


UCH  HAS  BEEN  WRITTEN  in  recent 
years  about  the  need  for  cross-discipli- 
nary training  involving  the  professions  of 
medicine  and  law.  Various  models  have  even 
been  proposed  as  methods  for  implementing 
specific  programs  of  cross-disciplinary  educa- 
tion. 

Despite  these  developments,  the  professions 
have  not  collaborated  to  actually  establish 
cross-disciplinary  training  and  service  pro- 
grams in  more  than  a few  instances. 

At  the  University  of  Virginia,  the  Depart- 
ment of  Psychiatry  in  the  Medical  School  and 
the  School  of  Law  have  undertaken  a program 
of  collaboration  in  training  psychiatry  resi- 
dents and  selected  law  students  in  the  area  of 
forensic  psychiatry.  In  the  program  to  be  de- 
scribed, law  students  and  psychiatry  residents 

Dr.  Showalter  is  Clinical  Professor  of  Psy- 
chiatry, University  of  Virginia  School  of  Medi- 
cine; Dr.  Hoffman  is  Associate  Professor  of  Psy- 
chiatry and  Associate  Professor  of  Laic,  Univer- 
sity of  Virginia  Schools  of  Medicine  and  Laiv. 


interact  with  each  other  as  well  as  with  fac- 
ulty from  both  the  Department  of  Psychiatry 
and  the  School  of  Law.  In  the  course  of  the 
last  two  years,  most  of  the  major  issues  which 
require  analysis  via  interactions  of  law  and 
psychiatry  were  presented  both  didactically 
and  clinically  through  the  direct  observation 
and  evaluation  of  clients  in  the  Clinic. 

History  of  Clinic 

The  Forensic  Psychiatry  Clinic  at  the  Uni- 
versity of  Virginia  began  as  a specialized 
teaching  function  within  the  Department  of 
Psychiatry  in  July,  1969.  In  its  early  stages 
the  Clinic  staff,  consisting  of  one  psychiatrist, 
one  psychologist  and  one  or  two  psychiatry 
residents  on  rotation  in  the  outpatient  clinic  of 
the  Psychiatry  Department,  evaluated  clients 
who  presented  to  the  Adult  Psychiatry  Clinic 
with  special  legal  problems.  Most  of  the  cli- 
ents faced  criminal  charges  ranging  from 
chronic  but  minor  violations  of  conditions  of 
probation  on  the  one  hand  to  major  crimes 
such  as  murder  or  rape  on  the  other.  Evalu- 
ations were  often  requested  to  obtain  expert 
psychiatric  opinion  regarding  a client’s  men- 
tal competency  to  stand  trial  or  his  state  of 
mind  at  the  time  of  committing  a crime.  The 
Clinic  was  largely  a service  extension  of  the 
Adult  Psychiatric  Clinic  at  this  time.  How- 
ever, as  requests  for  forensic  evaluations  soon 
increased  very  noticeably,  the  Clinic  was 
forced  to  adopt  more  formal  screening  and 
evaluation  procedures  for  its  cases.  The  Clinic 
has  continued  to  formalize  its  structure  and 
has  now  increased  its  staff  to  include  three 
psychiatrists,  a clinical  psychologist,  a psychi- 
atric social  worker  and  three  faculty  members 
from  the  University’s  School  of  Law.  In  ad- 
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dition  to  fulfilling  its  service  function  through 
client  evaluations,  the  Clinic  has  developed  a 
strong  teaching  program  for  the  psychiatric 
residents,  medical  students  and  law  students 
who  participate  in  its  work. 

Clinic  Format 

The  Forensic  Psychiatry  Clinic  meets  for- 
mally during  a four  hour  period  each  week 
during  which  time  a client  is  interviewed  by 
a psychiatric  resident,  a staff  psychiatrist  and, 
under  certain  circumstances,  one  of  the  law 
professors  or  law  students  who  are  members 
of  the  Clinic. 

At  the  start,  the  client  is  advised  that  he  may 
consult  with  his  attorney  about  the  evaluation 
and  that  he  may  withdraw  from  the  evaluation 
at  any  time.  The  clienr  is  also  told  who  is 
legally  authorized  to  receive  the  Clinic’s  final 
written  report.  Special  emphasis  is  placed 
upon  explaining  evaluation  procedures  to  the 
client  as  well  as  his  formal  consent  for  exami- 
nation by  the  Clinic  is  obtained. 

For  each  client,  the  Clinic  conducts  full 
psychiatric  interview’s,  psychological  testing, 
and  social  psychiatric  interviews  plus  addi- 
tional examinations  (e.g.,  neurological  evalu- 
ation) as  indicated.  These  data  once  compiled 
are  presented  during  formal  clinic  staff  dis- 
cussions which  in  turn  result  in  a formal  writ- 
ten report  which  may  be  introduced  into  evi- 
dence during  a legal  proceeding  if  requested 
by  the  client  or  his  attorney.  The  psychiatric 
interviewing  is  carried  out  utilizing  closed  cir- 
cuit TV  (plus  video-taping)  and  a one-way 
mirror  observation  technique  to  afford  staff 
and  students  a maximum  exposure  to  the  client 
undergoing  evaluation. 

Following  the  client’s  interview  the  Clinic 
staff  reassembles  to  discuss  the  clinical  and 
legal  data  which  have  been  obtained  from  the 
interview’.  A detailed  social  history  and  the 
results  of  psychological  testing  which  have 
been  completed  prior  to  the  psychiatric  inter- 
view are  also  presented  at  this  time  for  integra- 
tion. After  extensive  discussion  a formal  writ- 
ten report  is  prepared  which,  by  synthesizing 
the  full  range  of  input  from  the  Clinic  staff, 
develops  a thorough  psychiatric  profile  of  the 


client.  The  entire  evaluation  takes  two  to  four 
weeks  and  involves  20  to  30  hours  of  staff 
time.  The  final  report— a product  of  several 
drafts  and  extensive  staff  discussion— is  sub- 
mitted to  its  legally  authorized  recipient  and 
may  then  be  introduced  in  evidence  during  a 
legal  proceeding  even  by  oral  testimony  of  a 
clinic  staff  member  if  requested. 

The  following  four  cases  which  have  been 
evaluated  by  the  Clinic  are  presented  to  illu- 
strate the  evaluation  procedures  used  in  the 
Clinic  and  to  indicate  the  diversity  of  prob- 
lems which  clients  bring  for  examination. 

Case  l:  Mrs.  W.  is  a 30  year  old  separated, 
unemployed  female,  mother  of  six  children, 
who  was  contesting  the  adoption  of  her 
youngest  child  by  a couple  wdth  whom  the 
child  had  been  living  for  two  years.  In  1970 
M rs.  W.  had  been  diagnosed  as  suffering  from 
a “mild  schizophrenic  episode”;  she  was  treated 
with  psychotropic  drugs  and  psychotherapy 
at  that  time.  Of  Mrs.  W’s  five  other  children, 
the  three  oldest  were  cared  for  by  her  mother 
(in  the  mother’s  home)  while  Mrs.  W cared 
for  the  remaining  two  children— apparently  in 
adequate  fashion— in  her  own  home. 

Psychiatric  evaluation  by  the  Clinic  found 
no  evidence  of  active  psychosis  for  Mrs.  W. 
at  the  time  of  the  evaluation;  however,  she  w'as 
considered  to  be  functioning  in  a borderline 
state,  and  the  Clinic  felt  that  significant  addi- 
tional stress  could  precipitate  a frankly  psy- 
chotic decompensation.  The  psychological 
evaluation  supported  these  findings  and  pro- 
vided the  additional  information  that  Mrs.  W. 
functioned  in  the  range  of  borderline  intelli- 
gence. Still,  in  the  opinion  of  the  Clinic,  Mrs. 
\V.  was,  at  the  time  of  her  evaluation,  able  to 
function  as  a fit  mother  within  the  legal  re- 
quirements for  parental  fitness. 

Court  Action:  Mrs.  W.  was  adjudged  an 
unfit  mother  and  adoption  of  the  young  son 
by  the  couple  requesting  the  action  was  sub- 
sequently carried  out. 

Comment:  The  Clinic  is  called  upon,  not  in- 
frequently, to  evaluate  the  psychological  sta- 
tus of  clients  for  “fitness  of  parent”  determi- 
nations. Also,  the  Clinic  becomes  involved  in 
the  evaluation  of  children  in  an  attempt  to 
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assess  the  effects  of  certain  environments  and 
living  conditions  upon  the  psychosocial  devel- 
opment of  children.  In  this  case  the  Clinic 
believed  the  client  (i.e.,  the  biological  mother) 
to  be  “fit”  as  a parent,  but  stressed  to  the  re- 
ferring court  the  need  to  consider  the  poten- 
tially serious  psychological  consequences  of 
disrupting  a relationship  between  the  two 
children  and  their  foster  parents  which  had 
stabilized  over  the  years.  The  court’s  decision, 
then,  was  a reasonable,  not  unexpected  and 
even  desirable  result. 

Courts  utilize  these  types  of  evaluations  for 
custody  placements,  adoptive  proceeding  and 
other  related  juvenile  problems.  As  the  issues 
of  child  advocacy  are  more  clearly  drawn,  it 
is  anticipated  that  a considerable  expansion  in 
this  phase  of  Clinic  evaluative  function  will 
occur. 

Case  II:  Mrs.  X.  was  charged  with  the  mur- 
der (by  shooting)  of  a male  business  associate. 
Historical  material  collected  as  part  of  the 
Clinic  evaluation  revealed  her  long  history  of 
paranoid  ideation  with  at  least  periodic  deteri- 
oration into  frank  paranoid  psychosis.  This 
history  extended  back  at  least  1 6 years  prior  to 
the  murder  allegation  and  included  several 
confinements  in  psychiatric  hospitals.  The 
client’s  psychiatric  evaluation  by  the  Clinic 
revealed  strong  paranoid  ideation  and  hostil- 
ity. Her  capacity  for  judgment  and  insight 
was  severely  limited.  Psychological  test  re- 
sults confirmed  her  paranoid  projection  and 
highlighted  the  erosion  of  her  defense  mecha- 
nisms which  had  brought  her  close  to  an  overt 
psychotic  decompensation. 

In  the  opinion  of  the  Clinic,  Mrs.  X.  was 
exhibiting  severe  symptoms  of  a schizophrenic 
reaction,  paranoid  type.  In  this  state  she  was 
felt  to  be  mentally  incompetent  to  stand  trial 
by  statutory  as  well  as  medical  criteria.  The 
issue  of  a valid  insanity  defense  was  also 
raised,  should  the  competency  issue  later  be 
resolved  by  a remission  of  her  current  psy- 
chotic state  thus  allowing  her  trial  to  occur. 

Court  Action:  Airs.  X.  was  adjudged  in- 
competent to  stand  trial  and  hospitalization 
was  effected. 


Comment:  This  case  gave  the  Clinic  an  op- 
portunity to  clearly  delineate  some  of  the 
subtle  issues  that  can  arise  when  evaluating 
clients  for  competency  to  stand  trial  as  con- 
trasted with  formulating  expert  opinions  re- 
garding their  possible  insanity  at  the  time  a 
criminal  act  was  committed.  According  to 
Virginia  law,  the  criteria  for  present  compe- 
tency to  stand  trial  and  the  criteria  for  past 
insanity  (roughly,  psychotic  behavior)  at  the 
time  a criminal  act  was  committed  are  quite 
different,  although  in  some  cases  (as  for  Mrs. 
X.)  both  conditions  may  be  present  in  one 
person. 

Case  III:  Y,  an  eleven  year  old  male  who 
was  referred  to  the  Forensic  Clinic  by  a Juve- 
nile and  Domestic  Relations  Court,  was 
charged  with  the  unlawful  breaking  and  enter- 
ing of  a police  vehicle  and  vandalism  involv- 
ing a local  church.  (The  damages  sustained 
by  the  church  were  in  excess  of  three  thou- 
sand dollars.)  He  had  no  previous  history  of 
antisocial  behavior.  Extensive  history-taking 
plus  psychiatric  and  psychological  evaluations 
revealed  that  Y was  not  suffering  from  any 
significant  level  of  psychopathological  dis- 
turbance. He  was,  however,  exhibiting  a re- 
active form  of  behavior  thought  to  be  the  re- 
sult of  rearing  by  a weak  and  ineffectual  father 
and  a strong  and  dominant  mother.  Psycho- 
logically, Y was  viewed  as  attempting  to  as- 
sert his  independence  while  at  the  same  time 
insuring  his  secure  acceptance  by  a close-knit 
peer  group  which  required  anti-social  acts  of 
the  nature  committed  bv  Y as  the  “ticket  of 
admission”.  In  the  opinion  of  the  Clinic,  Y 
was  not  suffering  from  any  significant  psychi- 
atric disturbance.  We  were  impressed  with  his 
level  of  honest  contrition— in  part  a result  of 
the  series  of  legal  processes  which  his  delin- 
quent acts  had  set  in  motion.  The  Clinic  there- 
fore made  a strong  recommendation  for  family 
therapy  to  include  Y,  his  parents  and  his 
brother.  It  was  felt  that  institutional  deten- 
tion would  be  of  questionable  value,  and  might 
prove  ultimately  detrimental. 

Court  Action:  The  juvenile  court  judge 
placed  Y on  two  years’  probation  and  re- 
turned him  to  his  parental  home. 


470 


Virginia  Medical  Monthly 


Comment:  This  case  illustrates  a situation 
in  which  minimal  adolescent  psychopathology 
coupled  with  a pattern  of  disordered  family 
dynamics  was  identified  and  believed  treatable 
in  order  to  effect  increased  adaptability  for 
each  family  member  in  view  of  his  or  her  cur- 
rent life  stresses.  A recommendation  for  dis- 
position of  a juvenile  problem  was  therefore 
transformed  into  a therapeutic  treatment  plan 
for  an  entire  family  within  their  own  com- 
munity. 

Case  IV:  Mrs.  Z.,  a forty  year  old,  married 
female,  was  referred  to  the  Forensic  Psychi- 
atry Clinic  by  two  attorneys— her  own,  and 
(with  his  advice)  the  attorney  representing 
an  insurance  company  which  would  pay  her 
damages  to  compensate  for  her  injuries  if  they 
were  shown  to  be  legitimate  and  the  product 
of  negligence. 

Mrs.  Z.  was  thus  involved  in  civil  litigation 
for  personal  injury  resulting  from  an  auto- 
mobile accident  which  occurred  approximate- 
ly 30  months  prior  to  the  Clinic’s  evaluation. 
At  the  time  of  the  accident  she  had  sustained 
a head  injury  but  did  not  lose  consciousness. 
In  the  first  several  weeks  following  the  acci- 
dent, Mrs.  Z.  remained  at  home  attempting 
to  recover  from  headaches  and  pain  in  her 
neck.  In  the  spring  of  1971  she  had  been 
treated  for  cervical  spine  sprain  complicated 
by  synovitis;  definite  symptoms  of  anxiety  and 
depression  also  became  evident  at  about  this 
same  time. 

Psychiatric  examination  by  the  Clinic  re- 
vealed Mrs.  Z.  to  be  markedly  anxious  and 
agitated,  particularly  when  the  accident  or 
events  related  to  the  accident  were  discussed. 
Depression  was  also  noted  to  be  present  al- 
though no  evidence  was  elicited  to  suggest  an 
organic  brain  syndrome.  Psychological  test- 
ing supported  these  findings. 

The  results  of  a neurological  evaluation  re- 
quested by  the  Clinic  suggested  a cervical  root 
injury  and  an  impairment  of  performance 
which  was  compatible  with  left-sided  cortico- 
spinal tract  dysfunction.  The  Clinic’s  final  di- 
agnosis was  post-traumatic  neurosis  evidenced 
primarily  by  symptoms  of  strong  anxiety  and 
depression.  Although  Mrs.  Z.  may  have  ex- 


perienced some  of  these  symptoms  in  mildest 
degree  before  her  accident,  the  available  evi- 
dence strongly  suggested  that  the  accident  had 
precipitated  her  psychopathology  to  a great 
degree. 

Court  Action:  The  result  in  this  case  was 
an  out-of-court  settlement  based  to  a signifi- 
cant extent  upon  the  findings  of  the  Clinic’s 
evaluation. 

Comment:  This  case  illustrates  the  use  of 
the  Clinic  to  evaluate  clients  whose  psychi- 
atric status  has  bearing  upon  civil  law  issues. 
Approximately  three-fourths  of  the  Clinic’s 
cases  are  evaluations  of  clients  who  face  crim- 
inal charges.  The  Clinic  feels,  however,  that 
definitive  opinions  can  often  be  rendered  in 
civil  cases  where  appropriate  psychiatric  eval- 
uation may  highlight  the  existence  of  psycho- 
logical decompensation  following  injuries 
caused  by  the  negligent  acts  of  others.  Simi- 
larly, psychological  functioning  is  an  impor- 
tant factor  to  consider  when  assessing  an  indi- 
vidual’s abilities  to  enter  into  business  con- 
tracts, write  wills  and  the  like. 

Clinic  Goals 

From  the  four  cases  briefly  outlined  above, 
it  can  be  appreciated  that  clients  referred  to 
the  Forensic  Psychiatric  Clinic  bring  with 
them  a rich  source  of  data  which  can  be  uti- 
lized, first  in  the  best  interests  of  their  own 
immediate  legal  problem,  and  beyond  this,  as 
a locus  for  the  development  of  a number  of 
significant  teaching  and  even  research  en- 
deavors. In  an  attempt  to  maximize  the  use 
of  this  valuable  data,  a tentative  list  of  goals 
for  the  Clinic  has  been  developed. 

The  first,  and  in  many  respects,  the  primary, 
goal  of  the  Clinic  is  to  provide  service  in  the 
form  of  in-depth  evaluations  of  clients  who 
are  referred  by  attorneys  and  courts.  Such 
evaluations  include  professional  input  from  the 
disciplines  of  psychiatry,  clinical  psychology, 
social  work,  and  law.  Not  infrequently  the 
initial  findings  indicate  the  need  for  additional 
specialty  consultation  in  areas  such  as  neurol- 
ogy and  child  psychiatry.  When  such  sup- 
plementary opinions  are  solicited,  they  are  in- 
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tcgrated  into  the  final  report  that  is  prepared 
by  the  Clinic. 

A second  goal  for  the  Clinic  is  to  offer 
highly  specialized,  cross-professional  educa- 
tion. As  an  increasing  proportion  of  social  and 
legal  problems  are  defined  in  terms  of  path- 
ology in  human  psychological  functioning, 
psychiatrists  and  lawyers  are  being  confronted 
with  problems  and  issues  at  the  interface  of 
behavioral  science  and  law.  Yet  generally 
neither  psychiatrists  nor  lawyers  at  this  time 
possess  an  adequate  knowledge  of  each  other’s 
discipline  which  is  required  for  intelligent  and 
expedient  collaboration.  For  some,  seminars 
or  short  training  sessions  will  do  much  to  en- 
hance this  collaboration.  For  others,  it  will  be 
necessary  to  establish  sophisticated  training 
programs  having  as  their  major  objective  the 
development  of  a unique  class  of  experts  in 
legal  and  psychiatric  interaction. 

A third  goal  of  the  Clinic  is  to  design  and 
execute  research  programs.  An  astounding  ar- 
ray of  important  questions  dealing  specifically 
with  the  disposition  of  individual  cases,  or 
more  broadly  with  the  formulation  and  imple- 
mentation of  social  policy,  appear  answerable 
only  through  the  dual  efforts  of  lawyers  and 
psychiatrists. 

As  the  Forensic  Clinic  continues  to  expand 
in  scope  it  is  anticipated  that  sufficient  data 
and  expertise  will  be  accumulated  to  serve  as 
a basis  for  effective  input  into  the  public  de- 
cision-making process.  Thus  the  staff  and  even 
student  members  of  the  Clinic  could  become 
helpful  to  governmental  bodies  or  other  agen- 
cies involved  in  drafting  legislative  proposals 
or  in  establishing  model  clinics  and  reaching 
programs  throughout  the  Commonwealth  and 
the  nation. 

Such  goals  are  indeed  lofty  for  a mere 
forensic  clinic.  Yet,  from  that  initiative,  plans 


are  already  drawn  for  the  establishment  of  an 
Institute  for  Law  and  Psychiatry  at  the  Univer- 
sity of  Virginia.  The  Clinic,  functioning  first  as 
a “trial  balloon”  for  such  an  Institute,  and  later 
as  its  most  important  clinical  division,  will 
continue  to  serve  its  clients  and  its  students. 
The  Institute,  for  its  part,  will  develop  further 
the  expertise  and  capabilities  mentioned  above. 
Luckily,  the  necessary  resources— interested 
faculty,  enthusiastic  students,  clients  and  press- 
ing social  problems— are  at  hand  to  provide 
a growing  incentive  to  fund  and  support  such 
an  endeavor. 
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Dizziness -Middle  Cranial  Fossa  Surgery 


When  dizziness  is  intolerable,  it 
can  be  relieved  by  resection  of 
the  vestibular  nerve,  using  the 
technique  described  here.  This 
can  be  accomplished  with  preser- 
vation of  hearing. 

SURGICAL  PROCEDURES  on  the  dizzy 
patient  have  been  limited.  The  Middle 
Cranial  Fossa  approach,  developed  by  William 
F.  House  in  1958,  has  made  possible  a new 
concept  in  both  vestibular  nerve  and  temporal 
bone  surgery.  It  allows  the  vestibular  nerve 
to  be  resected  without  damage  to  the  auditory 
nerve  or  inner  ear. 

The  indications  for  a middle  cranial  fossa 
vestibular  nerve  resection  are  outlined  below: 

I.  Meniere’s  Disease 

2.  Vestibular  Neuronitis 

3.  Traumatic  Labyrinthitis 

4.  Residual  postoperative  ear  surgery  diz- 
ziness 

5.  Perilymphatic  fistula 

Meniere's  Disease 

This  diagnosis  is  often  difficult.  Early  in 
the  disease  it  is  characterized  by  a fluctuating 
low  tone  sensori-neural  hearing  loss,  tinnitus, 
spinning,  nausea,  and  vomiting  with  episodes 
of  two  to  four  hours  duration.  Surgery  on  the 
Endolymphatic  Sac  to  promote  drainage  of 
the  inner  ear  fluids  is  often  beneficial  at  this 
stage. 

Long  standing  Meniere’s  often  has  a dif- 
ferent pattern.  The  hearing  loss  may  be  stable 
and  the  dizziness  of  sudden  onset  without  any 
prodromal.  It  is  at  this  stage  when  a Vestibu- 
lar Nerve  resection  can  be  done  to  relieve  the 
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vertiginous  episodes  and  its  accompanying  dis- 
ability. Enough  useful  hearing  must  be  present 
to  preclude  a translabyrinthine  section  of  the 
vestibular  nerve. 

Vestibular  Neuronitis 

Sudden  onset  of  violent  dizziness  without 
auditory  symptoms  characterize  this  syn- 
drome. The  original  attack  is  the  worst,  but 
residuals  include  positional  dizziness  for 
months  after  the  onset.  The  diagnosis  can  be 
made  with  relative  certainty  of  a reduced 
vestibular  response  is  found  on  caloric  testing. 
In  a majority  of  patients  all  symptoms  subside 
in  three  to  six  months. 

Some  patients  continue  to  have  disturbing 
vertigo  for  months  or  years  after  the  initial 
episode.  It  is  in  these  patients  that  a Middle 
Cranial  Fossa  section  of  the  Vestibular  Nerve 
can  be  of  great  benefit. 

Traumatic  Labyrinthitis 

Head  trauma  can  cause  dizziness  and  balance 
problems  secondary  to  degeneration  of  the 
vestibular  sensory  cells.  Caloric  testing  will 
indicate  the  inner  ear  involved.  Often  hearing 
remains  adequate  and  hence  a reluctance  exists 
to  perform  vestibular  surgery.  Here,  the  mid- 
dle fossa  approach  is  ideal. 

Postoperative  Ear  Surgery 

Any  surgery  on  the  mastoid  and  middle  ear 
involves  a small  risk  of  damage  to  the  inner 
ear  and  permanent  balance  disturbance.  The 
hearing  gain  resulting  from  the  surgery  may 
be  excellent,  vet  the  patients  are  in  a physical 
state  that  does  not  allow  them  to  appreciate 
the  improvement. 

Vestibular  nerve  section  will  relieve  the  diz- 
ziness without  impairing  the  original  surgical 
benefits. 
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Perilymphatic  Fistula 

Perilymphatic  fistula  can  result  from  trauma 
to  the  ear  or  head.  It  is  defined  as  a leakage 
of  fluid  from  the  inner  ear  secondary  to  a frac- 
ture or  opening  in  the  membrane  that  separates 
the  middle  and  inner  ear  (stapes  footplate). 
It  can  result  from: 

1.  Sudden  barometric  change,  such  as  div- 
ing or  airplane  flights. 

2.  Middle  ear  surgery. 

3.  Severe  sneezing  or  coughing. 

This  fluid  leak  causes  a balance  problem 
which  can  be  usually  corrected  by  middle  ear 
surgery.  However,  it  is  not  uncommon  for 
the  dizziness  to  remain  after  the  footplate  leak 
is  repaired.  In  these  instances  the  vestibular 
nerve  must  be  sectioned. 

Surgical  Technique 

General  endotracheal  anesthesia  is  admin- 
istered and  in  a sterile  field  an  incision  made 
just  anterior  to  the  ear  and  carried  superiorly. 

A bone  flap  is  then  removed  from  the  squa- 
mous portion  of  the  temporal  bone.  Using  a 
special  retractor,  the  temporal  lobe  is  elevated 
and  the  following  anatomical  structures  iden- 
tified: middle  meningeal  artery,  superior  semi- 
circular canal  and  the  greater  superficial  pe- 
trosal nerve. 

The  petrosal  nerve  is  then  followed  pos- 
teriorly to  the  geniculate  ganglion  and  the  fa- 
cial nerve  identified,  this  forms  the  anterior 
boundary  of  the  internal  auditory  canal.  The 
bone  over  the  superior  semicircular  canal  is 
removed  with  a diamond  burr  to  form  the 
posterior  boundary  of  the  internal  auditory 
canal.  The  superior  vestibular  nerve  lies  in 
a position  that  is  posterior  to  the  facial  nerve 
and  at  a 6(F  angle  to  the  superior  semicircular 
canal.  The  bone  over  the  internal  auditory 
canal  is  gradually  removed  until  the  dura  is 
identified.  Using  a 1mm.  hook  a dural  flap  is 
created  and  the  superior  and  inferior  vestibu- 
lar nerves  are  sectioned.  After  a muscle  plug 
has  been  placed  over  the  internal  auditory 
canal  the  bone  flap  is  replaced,  the  procedure 
concluded. 


Within  24  to  48  hours  the  patient  is  usually 
able  to  take  care  of  his  own  needs  and  the  only 
discomfort  is  residual  head  pain. 

Vestibular  compensation  may  require  from 
one  week  to  three  months. 

Case  Reports 

# 1.  This  45  year  old,  white,  male  presented 
on  January  15,  1974,  with  a history  of  sudden 
loss  of  hearing  in  the  left  ear  associated  with 
roaring  and  popping  seven  months  prior.  Since 
that  time  he  has  sustained  severe  vertiginous 
episodes  with  nausea  and  vomiting  without 
hearing  change,  tinnitus  or  pressure  in  his  ears. 

Ear,  nose  and  throat  examination  was  nega- 
tive. Audiometric  analysis  revealed  a left  sen- 
sori-neural  hearing  loss  of  63  decibles  with 
92  per  cent  discrimination  score.  Electrony- 
stagmography showed  a left  reduced  vestibu- 
lar response  of  43  per  cent.  Tomograms  of 
the  internal  auditory  meatus  were  negative. 
SISI  Score  was  100  per  cent  and  Impedance 
testing  revealed  the  presence  of  recruitment 
in  the  left  ear. 

His  final  diagnosis  was  probable  left  Me- 
niere’s Disease. 

A left  middle  cranial  fossa  section  of  the 
superior  and  inferior  vestibular  nerves  was  car- 
ried out  on  April  4,  1974.  Post-operatively 
he  did  well,  experienced  dizziness  for  only  one 
to  two  days  and  has  been  able  to  return  to 
work  without  any  residual. 

# 2.  This  54  year  old,  white  female  was 
first  seen  on  December  4,  1973,  with  a com- 
plaint of  dizziness  associated  with  nausea,  vom- 
iting, buzzing  in  the  left  ear  and  a spinning 
sensation  for  approximately  five  years.  Re- 
cently her  symptoms  had  occurred  almost 
daily. 

Ear,  nose  and  throat  examination  was  nega- 
tive. Audiometric  testing  revealed  a left  sen- 
sori-neural  hearing  loss  at  about  75  decibels. 
Electronystagmography  showed  a left  reduced 
vestibular  response  of  45  per  cent.  X-rays  of 
the  petrous  pyramid  were  negative.  Her  diag- 
nosis was  probably  Meniere’s  Disease.  She  was 
treated  with  various  vasodilator  medications 
unsuccessfully  and  on  April  25,  1974,  under- 
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went  a left  middle  cranial  fossa  section  of  the 
superior  and  inferior  vestibular  nerve.  Post- 
operatively,  she  experienced  some  dizziness 
and  transient  head  pain.  She  has  had  two  epi- 
sodes of  dizziness  following  surgery,  but  noth- 
ing in  comparison  to  the  frequency  of  the 
problem  she  was  having  prior  to  surgery. 
Three  months  after  surgery  she  has  experi- 
enced relief  of  all  symptoms. 

# 3.  This  42  year  old,  white  male  was  seen 
on  April  3,  1974,  with  a complaint  of  sudden 
onset  of  severe  vertigo  with  nausea  and  vom- 
iting two  to  three  years  ago.  Since  that  time 
he  has  had  a continuous  sensation  of  imbalance, 
fatigued  easily,  awoke  at  night  with  nausea 
and  unsteadiness.  He  has  also  had  a sensation 
of  extreme  pressure  in  the  left  ear. 

Ear,  nose  and  throat  evaluation  was  nega- 
tive. Audiometric  analysis  was  normal.  Im- 
pedance studies  showed  normal  stapedial  re- 
flexes bilaterally.  Electronystagmography 
demonstrated  an  86  per  cent  reduced  vestibu- 
lar response  on  the  left  side.  Petrous  pyramid 
x-rays  were  negative. 

This  is  consistent  with  a diagnosis  of  left 
vestibular  neuronitis.  On  May  2,  1974,  a left 
middle  cranial  fossa  section  of  the  superior  and 
inferior  vestibular  nerves  were  carried  out. 
Post-operatively,  the  patient  did  well,  despite 
some  swelling  about  the  temporal  incision. 
He  has  experienced  dizziness  after  the  surgery 
was  performed  but  the  severe  episodes  seem 
to  be  less.  Perhaps  his  prolonged  pre-operative 


episodic  dizziness  requires  a longer  post-op- 
erative course.  The  vestibular  nerve  resec- 
tion has  not  been  a success  in  this  patient  in 
the  four  months  that  he  has  been  followed. 

# 4.  This  33  year  old  male  presented  with 
dizziness  of  14  months  duration.  It  was  con- 
stant, not  associated  with  nausea  or  vomiting. 
He  sustained  a severe  skull  injury  four  years 
prior. 

Ear,  nose  and  throat  evaluation  was  nega- 
tive. Audiograms  demonstrated  a bilateral 
high  tone  sensori-neural  hearing  loss.  Electro- 
nystagmography  revealed  a 72  per  cent  left 
reduced  vestibular  response.  Petrous  pyramid 
x-rays,  five  hour  glucose  tolerance  test  and 
FTA  were  negative. 

His  diagnosis  was  traumatic  labyrinthitis. 

He  underwent  a left  vestibular  nerve  sec- 
tion on  April  8,  1974.  In  less  than  one  month 
he  has  noticed  a marked  reduction  in  his  symp- 
toms. 

Summary 

Sectioning  of  the  vestibular  nerve  can  be 
accomplished  with  preservation  of  hearing  and 
low  morbidity  using  the  middle  cranial  fossa 
approach.  In  properly  selected  patients  it  of- 
fers an  opportunity  to  resume  normal  activi- 
ties that  were  previously  deleted  for  fear  of 
serious  bodily  harm  or  social  embarrassment. 

8611  May  land  Drive 
Richmond , Virginia  23229 


Fibrotic  Lung  Disease 


The  cooperation  of  physicians  is  requested  in 
the  referral  of  patients  to  participate  in  a ran- 
domized study  of  the  therapy  of  fibrotic  lung 
disease  being  conducted  by  the  National  Heart 
and  Lung  Institute’s  Pulmonary  Branch  at  the 
Clinical  Center,  National  Institutes  of  Health, 
Bethesda,  Maryland. 

Patients  who  are  admitted  to  the  study  will 
be  evaluated,  randomized,  and  followed  in  con- 
junction with  the  referring  physician. 


Previously  treated  individuals  or  those  who 
are  currently  being  treated  will  also  be  con- 
sidered. 

Physicians  interested  in  having  their  patients 
considered  for  admission  may  write  or  tele- 
phone: Ronald  G.  Crystal,  M.D.,  or  Jack  D. 
Fulmer,  M.D.,  Clinical  Center,  Room  6D-06, 
National  Institutes  of  Health,  Bethesda,  Mary- 
land 20014.  Telephone:  (301)  496-1740. 
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Recent  Advances  in  Management  of  Childhood  Rhabdomyosarcoma 


During  the  past  two  decades  rhabdomyosar- 
coma has  received  increasing  recognition  as  a 
major  malignant  disease  of  childhood.  It  repre- 
sents between  10  and  15  percent  of  childhood 
malignant  solid  tumors  and  5 to  8 percent  of 
all  childhood  malignant  diseases.  Until  recent- 
ly, treatment  of  rhabdomyosarcoma  has  gen- 
erally been  unsatisfactory  because  the  tumor 
can  originate  virtually  anyv/here,  tends  to  ex- 
tend locally,  and  metastasize  distantly  even 
after  radical  resection  of  localized  disease. 
Non-resectable  and  disseminated  lesions  have, 
until  the  present  time,  been  uniformly  fatal. 
Prior  to  the  early  1960’s  when  surgery  and 
radiation  therapy  were  used  alone  or  in  com- 
bination, the  results  were  dismal1-2’3-4.  With  the 
advent  of  effective  chemotherapy,  subsequent- 
ly employed  in  combination  with  radical  radi- 
ation therapy  as  an  adjunct  to  extensive  sur- 
gery, the  two  year  disease  free  survival  rate 
overall  has  risen  to  between  43  and  74  percent 
(Table  1).  When  localized  lesions  are  amen- 
able to  complete  excision  an  even  better  sur- 
vival rate  may  be  anticipated. 

Heyn,  recently  reporting  for  Children’s 
Cancer  Chemotherapy  Study  Group  A,  has 
convincingly  demonstrated  in  a controlled 
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study  the  importance  of  prophylactic  chemo- 
therapy in  the  control  of  occult  disease  follow- 
ing surgery  and  radiation  therapy5.  Over 
eighty-five  percent  (24/28)  of  children  made 
grossly  tumor  free  by  surgery  were  disease 
free  for  periods  greater  than  two  years  after 
initial  radiotherapy  and  a year  of  combination 
chemotherapy  using  dactinomycin  and  vin- 
cristine. Successful  treatment  of  inoperable  or 
metastatic  rhabdomyosarcoma  has  also  been  re- 
ported (Wilbur)  with  58%  of  the  children 
being  disease  free  after  intensive  dactinomycin, 
vincristine,  and  cyclophosphamide  given  con- 
currently with  irradiation  and  then  continued 
for  two  years6. 

In  November,  1972,  the  Intergroup  Rhab- 
domyosarcoma Study  (IRS)  was  launched  to 
answer  some  of  the  more  pressing  questions 
logically  posed  as  a result  of  improved  therapy. 
A uniform  staging  system  was  established 
(Table  2).  The  primary  objectives  of  the  study 
were  to  determine:  (1)  whether  routine  post- 
operative radiation  therapy  was  necessary  after 
complete  excision  of  a localized  tumor,  and 
(2)  which  of  three  drug  combinations  was 
best  in  more  advanced  stages  of  disease  in  either 
extending  or  inducing  remission  and  prolong- 
ing survival.  Among  the  secondary  objectives 
were  the  accumulation  of  data  correlating  his- 
tological types,  age  at  diagnosis,  and  extent  of 
disease,  with  response  to  therapy  and  prognosis. 
Preliminary  findings  are  anticipated  in  approx- 
imately one  year. 

As  one  might  expect,  a number  of  interest- 
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TABLE  1 


Disease  Free  Survival  Following  A Coordinated  Program  of  Surgery, 
Radiation  Therapy  and  Systemic  Chemotherapy 

Duration 


Author  (Institution,  Year) 

Therapy 

of 

T herapy 

Primary 

Sites 

Pt  # 

Length  of  % 
Follow-up 

Disease 

Free 

Donaldson7  (M.D.  Anderson,  1973) 

S,R,V,D,C 

2 yrs 

Head  & 
Neck 

19 

2-7  yrs 

74 

KilmanS  (Ohio  State,  1973) 

S,R,V,D 

1 yr 

All 

38 

5 yrs 

71* 

Kumar9  (St.  Jude,  1972) 

S,R,V,D,C 

6-12  mo 

All 

35 

7-59  mo 

43 

Holton10  (Denver,  1973) 

S,R,V,D,C 

1-2  yrs 

All 

19 

4-49  mo 

57 

Ghavimi11  (Memorial,  1973) 

S,R,V,D,C 

A,  Other 

2 yrs 

G-U 

27 

18  mo-10  yrs 

63 

Heyn®  (CCCSGA,  1974) 

S,R,V,D 

1 yr 

All 

84 

2 yrs 

75* 

Wilbur®  (M.D.  Anderson,  1974) 

S,R,V,D,C 

2 yrs 

All 

32 

2 yrs 

69 

Sagerman^  (Babies,  1972) 

R 

- 

Orbit 

15 

18-81  mo 

67 

* % Surviving 

S = Surgery,  R = Radiotherapy, 

V = vincristine, 

D = 

dactinomycin, 

C = cyclophosphamide,  A :=  adriamycin 


TABLE  2 


Intergroup  Rhabdomyosarcoma  Study 


Group  I.  Localized  disease,  completely  resected  (regional  nodes  not  involved) 

R 

A.  Vincristine, 

(a)  Confined  to  muscle  or  organ  of  origin 

A 

dactinomycin, 

(b)  Contiguous  involvement-infiltration  outside  the  muscle  or  organ 

N 

D 

cyclophos- 

of  origin,  as  through  fascial  planes 

O 

B.  Radiotherapy  4- 

M 

vincristine, 

I 

dactinomycin, 

Z 

cyclophos- 

E 

phamide 

Group  II.  (a)  Grossly  resected  tumor  with  microscopic  residual  disease  (nodes 
negative) 

(b)  Regional  disease,  completely  resected  (nodes  positive  or  negative) 

(c)  Regional  disease  with  involved  nodes,  grossly  resected,  but  with 
evidence  of  microscopic  residual  disease 


R 

A 

N 

D 

0 
M 

1 

Z 

E 


C.  Radiotherapy  -f 

vincristine, 

dactinomycin 

D.  Radiotherapy  + 

vincristine, 

dactinomycin, 

cyclophos- 

phamide 


Group  III.  Incomplete  resection  or  biopsy  with  gross  residual  disease 


Group  IV.  Metastatic  disease  present  at  onset 


R 

A 

N 

D 

0 

M 

1 
Z 
E 


E.  Radiotherapy  + 

vincristine, 

dactinomycin, 

cyclophos- 

phamide 

F.  Radiotherapy  + 

vincristine, 

dactinomycin, 

cyclophos- 

phamide, 

adriamycin 
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ing  new  questions  and  conflicts  have  arisen, 
which  the  IRS  has  not  directly  addressed  it- 
self to,  but  which  hopefully  may  be  resolved 
to  some  extent  indirectly  by  the  cumulative 
IRS  data.  Many  of  the  conflicts  are  surgical 
and  have  been  presented  best  by  Clatworthy 
and  associates  who  have  espoused  the  concept 
of  reasonable  surgery,  i.e.,  removal  of  as  much 
tumor  as  possible  with  conservation  of  normal 
anatomy,  if  feasible8.  Such  surgery  is  always 
followed  by  adequate  radiation  therapy  and 
combination  chemotherapy.  The  results  in  a 
relatively  small  series  of  patients  suggest  that 
this  approach  is  as  good  as  radical  surgery  as 
far  as  survival  is  concerned.  The  concept  chal- 
lenges accepted  surgical  precepts  and  questions 
the  need  for  such  procedures  as  amputation 
for  extremity  lesions,  total  exenteration  for 
pelvic  or  orbital  lesions,  and  radical  neck  dis- 
section for  head  and  neck  lesions. 

With  better  tumor  control  by  chemother- 
apy, established  radiation  therapy  guidelines 
for  dosage  and  volumes  of  tissue  to  be  irradi- 
ated, are  also  being  challenged.  Furthermore, 
concern  has  been  expressed  regarding  immedi- 
ate and  long  term  side  effects  of  combining 
irradiation  with  aggressive  chemotherapy,  par- 
ticularly when  such  agents  as  dactinomycin 
and  adriamycin  are  being  employed. 

The  same  issues  also  face  chemotherapists. 
The  search  for  optimal  timing  of  chemother- 
apy in  relation  to  radiation  therapy  and  sur- 
gery, optimal  drug  schedules,  and  new  com- 
pounds including  immunotherapy  agents  will 
continue. 

Progress  in  the  treatment  of  rhabdomyosar- 
coma has  been  substantial  during  the  past  dec- 
ade. Survival  can  now  be  significantly  pro- 
longed for  most  patients  and  cures  anticipated 
for  many.  A multi-disciplinary  coordinated 
approach  to  treatment  using  surgery,  irradia- 
tion, and  aggressive  chemotherapy  offers  the 
best  approach  for  curing  more  children  who 
have  this  disease. 
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Comment 

The  relatively  recent  improvement  in  treat- 
ment results  for  embryonal  rhabdomyosar- 
coma, as  a result  of  combined  therapies,  is  one 
of  the  most  exciting  advances  in  oncology. 
The  findings  in  some  of  these  studies  cited  by 
Dr.  Maurer,  particularly  those  reported  by 
Heyn5,  also  demonstrate  the  increased  effec- 
tiveness of  some  chemotherapeutic  agents 
when  the  volume  of  disease  is  minimal,  or  even 
microscopic,  in  quantity.  This  principle  has 
been  well  demonstrated  in  experimental  animal 
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model  systems  in  the  past  but  a convincing 
clinical  demonstration  of  the  validity  of  this 
concept  has  been  wanting.  Although  embry- 
onal rhabdomyosarcoma  is  certainly  a rare  neo- 
plasm in  comparison  with  lung  cancer,  gastro- 
intestinal cancer  or  breast  cancer,  these  recent 
therapeutic  results  confirm  these  principles  in 
man  and  form  the  basis  on  which  rational  clin- 
ical trials  for  other  cancers  can  be  developed 
in  the  future.  It  also  gives  us  greater  hope  that 
combinations  of  various  treatment  methods  for 
cancer  (“multi-modal  therapy”)  can  produce 
a better  overall  yield  than  a single  therapeutic 
approach. 

The  current  “practical”  problems  in  devel- 
oping the  optimal  therapeutic  plan  for  embry- 


onal rhabdomyosarcoma  are  well  outlined  by 
Dr.  Maurer.  Some  of  the  treatment  questions 
will  be  answered  by  the  Intergroup  Rhabdo- 
myosarcoma Study  that  he  describes.  This  na- 
tional clinical  cooperative  trial  will  also  pro- 
vide unique  and  illuminating  data  on  the  clin- 
ical characteristics  and  natural  history  of  this 
disease.  Dr.  Maurer  has  made  a major  contri- 
bution by  serving  as  chairman  of  this  ongoing 
national  study  since  its  initiation  in  1972  and 
we  are  proud  that  this  leadership  is  provided  by 
Virginia. 

The  Editors. 

Address  for  Reprints: 

MCV  Station , Box  121 
Richmond,  Virginia  23298 


Primary  Malignant  Melanoma 


The  cooperation  of  physicians  is  requested 
in  the  referral  of  patients  with  primary  malig- 
nant melanoma  for  the  evaluation  of  a prom- 
ising new  program  for  the  treatment  of  this 
disease,  being  conducted  by  the  National  Can- 
cer Institute’s  Surgery  Branch  at  the  Clinical 
Center,  National  Institutes  of  Health,  Bethesda, 
Maryland. 

This  new  therapy  is  based  on  the  stimula- 
tion of  the  immune  system  with  BCG  in  com- 
bination with  surgery  and  has  been  under  in- 
vestigation at  the  Clinical  Center  for  several 
years. 

Needed  are  previously  untreated  patients 
with  skin  lesions  or  moles  suspected  of  being 
melanoma.  Individuals  with  punch-biopsied  or 
partially  excised  melanoma  lesions  will  also  be 
considered  for  admission  to  this  study. 


Every  effort  will  be  made  to  keep  the  refer- 
ring physician  fully  informed  as  to  the  results 
of  treatment  and  to  promptly  return  the  pa- 
tient to  his  care  for  joint  follow-up. 

There  is  no  charge  to  the  patient  for  any 
medical  and/or  hospital  care  at  the  Clinical 
Center,  either  Inpatient  or  Outpatient.  When 
necessary,  patient  travel  costs  to  the  Clinical 
Center  can  also  be  defrayed. 

Physicians  interested  in  further  information 
about  this  study  or  in  having  their  patients 
considered  for  admission  may  write  or  tele- 
phone: Steven  A.  Rosenberg,  M.D.,  Chief  of 
Surgery,  National  Cancer  Institute,  Clinical 
Center,  Room  ION- 11 6,  National  Institutes  of 
Health,  Bethesda,  Maryland  20014.  Tele- 
phone: (301)  496-4164. 
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From  the  University  of  Virginia  Medical  Center  Charlottesville 

Edited  by 

L.  Dwight  Wooster,  M.D. 
Edward  W.  Hook,  M.D. 


Breast  Carcinoma 

A Discussion  by 

B.  WINFRED  RUFFNER,  M.D. 

ANNE  C.  BROWER,  M.D. 

Dr.  Daniel  Mohler:  National  attention 
recently  has  focused  on  the  detection,  manage- 
ment and  treatment  of  breast  cancer  because 
of  the  finding  of  breast  carcinoma  in  the  Presi- 
dent’s and  the  Vice-President's  wives.  It  is  an 
appropriate  time  to  review  the  subject.  Dr. 
Howard  Kirtland  will  present  the  patient. 

Dr.  Kirtland:  The  patient  is  a 52  year  old 
female  who  was  admitted  to  the  University  of 
Virginia  Hospital  on  September  28,  1974,  for 
evaluation  of  a breast  mass.  The  patient  had 
a ten  year  history  of  fibrocystic  disease  of  the 
breast  and  had  had  multiple  benign  cystic  le- 
sions removed  from  the  breasts  during  this 
time.  She  was  previously  admitted  to  the  Uni- 
versity Hospital  in  August  1971  for  evaluation 
of  a mass  in  the  left  breast,  and  an  excisional 
biopsy  revealed  fibrocystic  disease.  In  Mav 
1974,  the  patient  noted  a small  mass  in  an  up- 
per quadrant  of  the  right  breast.  Two  weeks 
prior  to  this  admission,  the  mass  enlarged  and 
became  tender  to  palpation. 

Past  medical  history  included  three  preg- 
nancies terminating  in  normal  deliveries.  Men- 
struation ceased  in  September  1974.  She  had 
not  been  treated  with  oral  contraceptives  or 
estrogen  preparations.  There  was  no  history 
of  breast  carcinoma  in  the  family. 

Physical  exanmiatiov  revealed  a blood  pres- 
sure 130/70  mmHg,  pulse  80/min.,  respira- 
tions 18/min.  and  temperature  37°C.  A firm, 
moveable  4 x 4 cm  mass  was  palpable  in  the 
upper  medial  quadrant  of  the  right  breast; 


there  was  no  skin  pigmentation,  nipple  dis- 
charge or  skin  retraction  around  the  area  of 
the  breast  mass.  The  left  breast  was  normal. 
Examination  of  lymph  nodes  revealed  no  en- 
largement. The  remainder  of  the  physical  ex- 
amination was  normal. 

Laboratory  data  showed  a normal  urine, 
hematocrit  41  percent,  and  leukocyte  count 
4,900  cells/mm3  with  a normal  differential 
count.  SMA  6 and  12,  chest  roentgenogram 
and  electrocardiogram  were  normal. 

Hospital  Course:  Because  of  the  history  of 
rapid  growth  and  the  firmness  of  the  mass,  the 
right  breast  mass  was  thought  to  be  a car- 
cinoma. Microscopic  examination  of  a frozen 
section  from  an  excisional  biopsy  of  the  mass 
demonstrated  carcinoma  and  a right  radical 
mastectomy  was  performed.  Review  of  perma- 
nent microscopic  sections  revealed  infiltrating 
ductal  carcinoma  with  invasion  of  lymphatics 
and  small  veins.  Six  of  twenty-one  superior 
axillary  lymph  nodes  and  three  of  six  inferior 
axillary  lymph  nodes  showed  metastatic  car- 
cinoma. She  subsequently  received  a total  dose 
of  4,500  roentgens  over  a thirty  day  period  to 
the  right  supraclavicular  fossa,  right  axilla,  in- 
ternal mammary  nodes,  and  right  chest  wall. 
The  patient  will  be  evaluated  for  chemother- 
apy in  the  weeks  to  come. 

Dr.  Mohler:  The  patient  has  been  dis- 
charged and  will  not  be  with  us  today.  Dr. 
Ruffner  will  initiate  the  discussion. 
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Discussion 

Dr.  B.  Winfred  Ruffner:  Breast  carcin- 
oma develops  in  about  one  of  fifteen  women 
during  their  lifetime  and  is  responsible  for  more 
cancer  deaths  in  women  in  the  U.S.A.  than 
any  other  tumor.  It  is  the  most  common  cause 
of  death  from  any  cause  in  women  between 
the  ages  of  forty  and  forty-four  years,  and  is 
one  of  three  most  common  causes  of  death  in 
women  up  to  sixty  years  of  age. 

The  etiology  of  breast  carcinoma  is  un- 
known; however,  hereditary,  environmental 
and  hormonal  influences  apparently  play  major 
roles.  Hereditary  factors  may  be  responsible 
for  the  fact  that  breast  carcinoma  occurs  more 
frequently  and  at  an  earlier  age  in  women 
whose  mothers  had  the  disease.  Experimental 
studies  in  mice  demonstrate  strong  hereditary 
factors  in  mammary  neoplasms  and  in  addition 
strongly  suggest  the  possibility  of  a viral  etiol- 
ogy. Observations  on  the  geographic  and 
racial  prevalence  suggest  that  environmental 
factors  may  influence  the  development  of 
breast  carcinoma.  For  instance,  breast  carcin- 
oma is  more  prevalent  in  North  American  and 
Northern  European  women  than  in  women 
who  live  in  Southern  Europe,  Japan  and  the 
Far  East.  Furthermore,  non-caucasian  women 
and  women  of  lower  socio-economic  status 
have  lower  incidence  of  breast  carcinoma  when 
compared  to  other  races  and  economic  levels. 
Hormonal  factors  may  result  in  a lower  inci- 
dence of  breast  carcinoma  in  women  who  have 
early,  multiple  pregnancies  and  who  undergo 
castration  early.  On  the  other  hand,  the  inci- 
dence of  breast  carcinoma  is  higher  in  women 
who  have  not  had  children,  and  who  have 
menopause  late  in  life.  Finally,  breast  carcin- 
oma is  less  common  among  populations  in 
which  infants  are  breast  fed  for  prolonged  peri- 
ods. 

Breast  carcinoma  is  separated  into  several 
histologic  types.  The  most  common  is  infil- 
trating ductal  carcinoma  and  less  common 
types  include  infiltrating  lobular  carcinoma, 
medullary,  colloid  and  papillary  carcinoma, 
and  comedocarcinomas.  Breast  carcinoma  may 
metastasize  early  in  the  course  of  the  disease 


and  initially  spreads  into  regional  lymph  node 
chains,  especially  the  axillary  supraclavicular 
and  internal  mammary  lymph  nodes.  Other 
areas  of  common  metastatic  spread  include 
skin,  bone,  liver,  lung,  adrenal,  and  ovary. 

Approximately  forty  to  seventy  percent  of 
patients,  who  initially  had  resectable  breast  car- 
cinoma, have  recurrence  and  eventually  die 
from  the  primary  disease.  The  most  important 
prognostic  factor  in  patients  with  breast  car- 
cinoma is  the  presence  or  absence  of  tumor- 
infiltrated  lymph  nodes  at  the  time  of  initial 
evaluation.  If  regional  lymph  nodes  do  not 
contain  carcinoma,  then  the  relapse  rate  of 
breast  carcinoma  at  ten  years  is  only  about 
twenty-five  per  cent.  If  one  to  three  regional 
lymph  nodes  are  involved  with  metastatic  dis- 
ease, the  relapse  rate  is  sixty-five  per  cent;  and 
if  four  or  more  regional  lymph  nodes  are  in- 
filtrated with  carcinoma  at  the  time  of  initial 
surgery,  eighty-three  per  cent  of  these  patients 
will  have  recurrent  disease  within  ten  years. 

Because  regional  lymph  node  spread  of  car- 
cinoma is  the  major  factor  which  influences 
development  of  recurrent  disease  and  prog- 
nosis, the  detection  of  breast  carcinoma  before 
the  development  of  regional  lymph  node  meta- 
stasis should  improve  prognosis.  This  discus- 
sion will  focus  on  four  major  areas  which  aid 
in  early  detection  of  breast  carcinoma,  and  in- 
clude: (1)  identification  of  high  risk  groups, 
(2)  education  and  instruction  of  the  patient  on 
self  examination,  (3)  thorough  and  frequent 
breast  examinations  by  physicians,  and  (4) 
utilization  of  radiographic  techniques. 

Identification  of  high  risk  groups  is  necessary 
in  order  to  clearly  define  those  segments  of 
the  female  population  which  will  benefit  the 
most  from  screening  programs  aimed  at  early 
detection  of  breast  carcinoma.  Females  with 
obese  or  pendulous  breasts  are  a high  risk  group. 
Women  with  obese  breasts  are  more  likely  to 
develop  breast  carcinoma  during  their  lifetime 
than  women  with  normal  or  small  sized  breasts. 
Furthermore,  women  who  have  had  no  chil- 
dren and  who  have  a late  menopause  are  more 
likely  to  develop  breast  carcinoma  than  women 
who  have  had  multiple  pregnancies  and  early 
menopause,  or  castration. 
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An  Open  Letter 
to 

Medical  Professionals 

Many  physicians  are  seeking  relief  from  the  ever 
increasing  pressures  of  medical  practice  within  the 
private  health  care  sector.  The  United  States  Air 
Force  Medical  Service  is  offering  an  alternative  form 
of  medical  practice  to  all  physicians  who  have  not 
reached  their  58th  birthday.  Frankly,  we  are  proud 
of  the  quality  health  care  the  Air  Force  Medical 
Service  provides  and  would  briefly  take  this  op- 
portunity to  present  you  a challenge  to  service. 

The  Air  Force  physician  practices  medicine  in  a 
collective  endeavor  with  the  entire  gamut  of  medi- 
cal specialties  and  the  finest  trained  allied  health 
care  professionals  available.  All  United  States  Air 
Force  Hospitals  are  accredited  by  the  Joint  Com- 
mission and  are  equipped  with  the  finest  medical 
instrumentation  available.  The  very  finest  health 
care  is  provided  to  every  patient  without  regard  to 
the  patient's  ability  to  pay.  The  professional  chal- 
lenges of  medical  practice  and  the  medical  educa- 
tion opportunities  within  the  Air  Force  Medical 
Service  are  unlimited.  The  Air  Force  physician  has 
more  time  for  family  and  personal  development  in 
comparison  to  his  civilian  counterpart.  The  liberal 
fringe  benefits  made  available  to  the  Air  Force 
physician  provide  for  a secure,  predictable  and 
satisfying  life  style;  e.g.,  30  day  paid  vacation  an- 
nually, advancement,  travel,  medical  education,  pro- 
fessional pay  and  recreational  opportunities. 

Your  time  is  very  valuable  and  thus  the  brevity 
of  this  informational  offering.  However,  you  owe 
it  to  yourself  to  consider  this  alternative  medical 
practice.  Positions  are  available  in  primary  health 
care  delivery,  all  major  medical  specialties.  Initial 
appointment  can  range  in  the  grades  Captain 
through  Lieutenant  Colonel  with  a starting  salary 
range  from  $30,000-$43,000  (bonus  included) 
based  on  your  education,  civilian  experience  and 
prior  U.S.  military  service.  Guaranteed  assignments 
can  be  arranged  at  specific  Air  Force  Medical  Facil- 
ities in  the  United  States  and  overseas,  depending 
on  your  specialty. 


For  further  information 

Contact  Your  Air  Force 
Medical  Representative 

at:  6701  Elkridge  Landing  Rd. 
Linthicum  Hgts.,  Md.  21090 

or  call  collect:  301-962-3641 


Indications:  Pro-BanthTne  is  effective  as 
adjunctive  therapy  in  the  treatment  of  peptic 
ulcer.  Dosage  must  be  adjusted  to  the 
individual. 

Contraindications:  Glaucoma,  obstructive 
disease  of  the  gastrointestinal  tract, 
obstructive  uropathy,  intestinal  atony,  toxic 
megacolon,  hiatal  hernia  associated  with 
reflux  esophagitis,  or  unstable  cardiovascular 
adjustment  in  acute  hemorrhage. 

Warnings:  Patients  with  severe  cardiac 
disease  should  be  given  this  medication 
with  caution.  Fever  and  possibly  heat  stroke 
may  occur  due  to  anhidrosis. 

Overdosage  may  cause  a curare-like  action, 
with  loss  of  voluntary  muscle  control. 

For  such  patients  prompt  and  continuing 
artificial  respiration  should  be  applied  until 
the  drug  effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indicate 
obstruction,  and  this  possibility  should  be  con- 
sidered before  administering  Pro-BanthTne. 
Precautions:  Since  varying  degrees  of  urinary 
hesitancy  may  be  evidenced  by  elderly  males 
with  prostatic  hypertrophy,  such  patients 
should  be  advised  to  micturate  at  the  time 
of  taking  the  medication. 

Overdosage  should  be  avoided  in  patients 
severely  ill  with  ulcerative  colitis. 

Adverse  Reactions:  Varying  degrees  of 
drying  of  salivary  secretions  may  occur  as 
well  as  mydriasis  and  blurred  vision.  In 
addition  the  following  adverse  reactions  have 
been  reported:  nervousness,  drowsiness, 
dizziness,  insomnia,  headache,  loss  of  the 
sense  of  taste,  nausea,  vomiting,  constipation, 
impotence  and  allergic  dermatitis. 

Dosage  and  Administration:  The 
recommended  daily  dosage  for  adult  oral 
therapy  is  one  15-mg.  tablet  with  meals  and 
two  at  bedtime.  Subsequent  adjustment  to 
the  patient’s  requirements  and  tolerance 
must  be  made. 

How  Supplied:  Pro-BanthTne  is  supplied  as 
tablets  of  15  and  7.5  mg.,  as  prolonged- 
acting  tablets  of  30  mg.  and,  for  parenteral 
use,  as  serum-type  vials  of  30  mg. 


Searle  & Co. 

San  Juan,  Puerto  Rico  00936 

Address  medical  inquiries  to:  G.  D.  Searle  & Co. 

Medical  Department,  Box  5110,  Chicago,  III.  60680  481 


SEARLE 
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"Antiacid”  action 
for  ulcer  patients... 


one  of  the  many  things  you 
need  in  an  anticholinergic 


Pro-BanthTne  is  considered  adjunctive 
in  total  peptic  ulcer  therapy  that  may 
include  diet,  conventional  antacids, 
bed  rest,  and  other  supportive  measures. 
Pro-BanthTne  is  provided  in  several 
different  dosage  forms  which  will  meet 
virtually  any  clinical  need.  It  is  just  as 
versatile  in  filling  patient  needs,  among 
which  are: 

"Antiacid"  action  — Pro-BanthTne® 
(propantheline  bromide)  reduces  gastric 
secretory  volume  and  resting  total  and 
free  acid. 

"Analgesic"  action  — Pro-BanthTne  helps 
to  control  the  acid-spasm-pain  complex. 
Vigorous  anticholinergic  action  — 
Pro-BanthTne®  Vials,  30  mg.,  are  for 
intramuscular  or  intravenous  use  when 
prompt  and  vigorous  anticholinergic 
action  is  required. 

Mild  anticholinergic  action  — 

Pro-BanthTne®  Half  Strength,  7.5  mg. 
tablets,  for  more  exact  adjustment  of 
maintenance  dosage  in  mild  to 
moderate  gastrointestinal  disorders. 


Pro-Banthfne 

(propantheline  bromide) 


a good 
ooHon 
peptic 


in 

u 


cer 


AZIDE 

Trademark 

Wsen.se  ■ 


® Each  capsule  contains  50  mg.  of 

Dyrenium®  (brand  of  triamterene)  and 
25  mg.  of  hydrochlorothiazide. 


SKF 

E90 


in  edema: 


Neither  inconvenient, 
unpalatable,  expensive 
potassium  supplements  nor 
special  K+  rich  diets  are 
needed  as  a rule.  Just 
‘Dyazide’  once  or  twice 
daily  for  control  of  edema. 
Serum  K+  and  BUN  should  be 
checked  periodically 
(see  Warnings  section). 

Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR.  The  following 
is  a brief  summary. 


WARNING 

This  fixed  combination  drug  is  not  indicated  for 
initial  therapy  of  edema  or  hypertension.  Edema 
or  hypertension  requires  therapy  titrated  to  the 
individual  patient.  If  the  fixed  combination 
represents  the  dosage  so  determined,  its  use  may 
be  more  convenient  in  patient  management.  The 
treatment  of  hypertension  and  edema  is  not 
static,  but  must  be  reevaluated  as  conditions  in 
each  patient  warrant. 


Indications:  Edema:  That  associated  with  conges- 
tive heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome;  steroid-induced  and  idiopathic  edema; 
edema  resistant  to  other  diuretic  therapy.  Mild  to 
moderate  hypertension:  Usefulness  of  the  triam- 
terene component  is  limited  to  its  potassium-sparing 
effect. 

Contraindications:  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component. 
Continued  use  in  progressive  renal  or  hepatic  dys- 
function or  developing  hyperkalemia. 

Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia  devel- 
ops or  dietary  potassium  intake  is  markedly  impaired. 
Enteric-coated  potassium  salts  may  cause  small 
bowel  stenosis  with  or  without  ulceration.  Hyper- 
kalemia (>5.4  mEq/L)  has  been  reported  in  4%  of 
patients  under  60  years,  in  12%  of  patients  over  60 
years,  and  in  less  than  8%  of  patients  overall.  Rarely, 
cases  have  been  associated  with  cardiac  irregularities. 
Accordingly,  check  serum  potassium  during  therapy, 
particularly  in  patients  with  suspected  or  confirmed 
renal  insufficiency  (e.g.,  elderly  or  diabetics).  If 
hyperkalemia  develops,  substitute  a thiazide  alone. 
If  spironolactone  is  used  concomitantly  with 
‘Dyazide’,  check  serum  potassium  frequently  — 


both  can  cause  potassium  retention  and  sometimes 
hyperkalemia.  Two  deaths  have  been  reported  in 
patients  on  such  combined  therapy  (in  one,  recom- 
mended dosage  was  exceeded;  in  the  other,  serum 
electrolytes  were  not  properly  monitored ).  Observe 
patients  on  ‘Dyazide'  regularly  for  possible  blood 
dyscrasias,  liver  damage  or  other  idiosyncratic  reac- 
tions. Blood  dyscrasias  have  been  reported  in  pa- 
tients receiving  Dyrenium  (triamterene,  SK&F). 
Rarely,  leukopenia,  thrombocytopenia,  agranulo- 
cytosis, and  aplastic  anemia  have  been  reported 
with  the  thiazides.  Watch  for  signs  of  impending  coma 
inacutelyill  cirrhotics.  Thiazides  are  reported  to  cross 
the  placental  barrier  and  appear  in  breast  milk.  This 
may  result  in  fetal  or  neonatal  hyperbilirubinemia, 
thrombocytopenia,  altered  carbohydrate  metab- 
olism and  possibly  other  adverse  reactions  that  have 
occurred  in  the  adult.  When  used  during  pregnancy 
or  in  women  who  might  bear  children,  weigh  potential 
benefits  against  possible  hazards  to  fetus. 
Precautions:  Do  periodic  serum  electrolyte  and  BUN 
determinations.  Do  periodic  hematologic  studies  in 
cirrhotics  with  splenomegaly.  Antihypertensive 
effects  may  be  enhanced  in  postsympathectomy 


patients.  The  following  may  occur:  hyperuricemia 
and  gout,  reversible  nitrogen  retention,  decreasing 
alkali  reserve  with  possible  metabolic  acidosis,  hy- 
perglycemia and  glycosuria  (diabetic  insulin  require- 
ments may  be  altered),  digitalis  intoxication  (in 
hypokalemia).  Use  cautiously  in  surgical  patients. 
Concomitant  use  with  antihypertensive  agents  may 
result  in  an  additive  hypotensive  effect.  ‘Dyazide’  in- 
terferes with  fluorescent  measurement  of  quinidine. 
Adverse  Reactions:  Muscle  cramps,  weakness,  dizzi- 
ness, headache,  dry  mouth;  anaphylaxis;  rash, 
urticaria,  photosensitivity,  purpura,  other  derma- 
tological conditions;  nausea  and  vomiting  (may 
indicate  electrolyte  imbalance),  diarrhea,  constipa- 
tion, other  gastrointestinal  disturbances.  Necrotiz- 
ing vasculitis,  paresthesias,  icterus,  pancreatitis, 
xanthopsia  and,  rarely,  allergic  pneumonitis  have 
occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules;  in  Single  Unit 
Packages  of  100  (intended  for  institutional  use  only). 

SK&F  Co.,  Carolina,  P.R.  00630 

Subsidiary  of  SmithKline  Corporation 


Dyazide’  gets  excess  water  and  salt  out 
and  helps  keep  essential  potassium  in. 


□ Found  useful  in  the  management  of  vertigo*  associated  with 
diseases  affecting  the  vestibular  system. 

□ Can  relieve  nausea  and  vomiting  often  associated  with  vertigo* 

□ Usual  adult  dosage  for  Antivert/25  for  vertigo:*  one  tablet  t.i.d. 

□ Also  available  as  Antivert  (meclizine  HQ)  12.5  mg.  scored 
tablets,  for  dosage  convenience  and  flexibility. 

□ Antivert/25  (meclizine  HC1)  25  mg.  Chewable  Tablets  for 

nausea,  vomiting  and  dizziness  associated  with  motion  sickness. 

BRIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 

'INDICATIONS  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences —National  Research  Council  and/or  other  information.  FDA  has  classified 
the  indications  as  follows: 

Effective:  Management  of  nausea  and  vomiting  and  dizziness  associated  with 
motion  sickness. 

Possibly  Effective:  Management  of  vertigo  associated  with  diseases  affecting  the 
vestibular  system. 

Final  classification  of  the  less  than  effective  indications  requires  further 
investigation. 


CONTRAINDICATIONS.  Administration  of  Antivert  (meclizine  HQ)  during  preg- 
nancy or  to  women  who  may  become  pregnant  is  contraindicated  in  view  of  the 
teratogenic  effect  of  the  drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during  the  12-15  day  of  gestation 
has  produced  cleft  palate  in  the  offspring.  Limited  studies  using  doses  of  over  100  mg./ 
kg./day  in  rabbits  and  10  mg./kg./day  in  pigs  and  monkeys  did  not  show  cleft  palate. 
Congeners  of  meclizine  have  caused  cleft  palate  in  species  other  than  the  rat. 

Meclizine  HQ  is  contraindicated  in  individuals  who  have  shown  a previous  hyper- 


sensitivity to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur  with  use  of  this  drug,  patients 
should  be  warned  of  this  possibility  and  cautioned  against  driving  a car  or  operating 
dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and  effectiveness  in  children 
have  not  been  done;  therefore,  usage  is  not  recommended  in  the  pediatnc  age  group. 

Usage  in  Pregnancy:  See  “Contraindications. 

ADVTRSE  REACTIONS.  Drowsiness,  dry  mouth  and,  on  rare  occasions,  blurred 

vision  have  been  reported.  0^001^  iB fflllj 

More  detailed  professional  information  available  on 


request. 
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Antrvert25 

(meclizine  HC1)  25  mg.Tablets 

for  vertigo* 


When  the  focus  is  on  bronchitis  due  to 
susceptible  strains  of  H.  influenzae  and  pneumococci* 


Rondomycinsoo 

[metihacycline  HCI]  Capsules 

Delivers  from  the  very  first  dose: 

Studies  show  that  after  the  first  dose  serum  levels  rapidly  rise  above 
minimum  in  vitro  inhibitory  concentrations 


♦Since  mony  strains  are  known  to  be  resistant,  routine  sensitivity  testing  is  recommended. 


Rondomycin 

(methacycline  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  of  the  tetracyclines 
WARNINGS:  Tetracycline  usage  during  tooth  development  (last  halt  of  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown)  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses 
Enamel  hypoplasia  has  also  been  reported  Tetracyclines  should  not  be  used  In  this  age 
group  unless  other  drugs  are  not  likely  to  he  effective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development  ) 
Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the  de- 
veloping fetus  (often  related  to  retardation  of  skeletal  development)  Embryotoxicity  has 
also  been  noted  in  animals  treated  early  in  pregnancy 

Usage  in  newborns,  infants,  and  children  (See  above  WARNINGS  about  use  during 
tooth  development ) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone- forming  tissue  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued 
Tetracyclines  are  present  in  milk  of  lactatmg  women  taking  tetracyclines 
To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and  if  therapy  is  prolonged,  consider  serum  level  de- 
terminations of  drug  The  anti-anabolic  action  of  tetracyclines  may  increase  BUN  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis 
Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with  tetra- 
cyclines Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so  ad- 
vised. and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy 
In  venereal  disease,  when  coexistent  syphilis  is  suspected  perform  darkfield  exami- 
nation betore  therapy,  and  serologically  test  lor  syphilis  monthly  for  at  least  four  months 
Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity,  patients  on  an- 
ticoagulant therapy  may  require  downward  adiustmeht  of  their  anticoagulant  dosage 
In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A beta-hemolytic  streptococcal  infections  for-at  least  10  days 
Since  bacteriostatic  drugs  may  mterlere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin, 

AOVERSE  REACTIONS  Gastrointestinal  (oral  and  parenteral  forms)  anorexia  nausea, 
vomiting,  diarrhea  glossitis  dysphagia,  enterocolitis,  inflammatory  lesions  (with  mond- 
ial overgrowth)  in  the  anogenital  region 

Skin:  maculopapular  and  erythematous  rashes,  exfoliative  dermatitis  (uncommon)  Pho- 
tosensitivity is  discussed  above  (See  WARNINGS) 

Renal  toxicity:  rise  m BUN  apparently  dose  related  (See  WARNINGS) 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura, 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus 
Bulging  fontanels,  reported  in  young  mtants  after  lull  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued 
Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia 
Over  prolonged  periods,  tetracyclines  tiave  been  reported  to  produce  brown- black  mi- 
croscopic discoloration  of  thyroid  glands,  no  abnormalities  of  thyroid  (unction  studies  are 
known  to  occur 

USUAL  DOSAGE:  Adults  — BOO  mg  daily  divided  into  two  or  four  equally  spaced  doses 
More  severe  infections  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours  Gonorrhea  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated Rondomycin'  (methacycline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule  900  mg  initially,  followed  by  300  mg 
q i d tor  a total  of  5 4 grams 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams  of 
Rondomycin  (methacycline  HCI)  in  equally  divided  doses  over  a period  of  10-15  days 
should  be  given  Close  follow-up.  including  laboratory  tests,  is  recommended 
Eaton  Agent  pneumonia  900  mg  daily  tor  six  days 
Children  - 3 to  6 mg/lb/day  divided  into  two  to  tour  equally  spaced  doses 
Therapy  should  be  continued  lor  at  least  24  48  hours  alter  symptoms  and  lever  have 
subsided 

Concomitant  therapy:  Antacids  containing  aluminum  calcium  or  magnesium  impair  ab- 
sorption and  are  contraindicated  Food  and  some  dairy  products  also  interfere  Give  drug 
one  hour  before  or  two  hours  after  meals  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  al  least  one  hour  prior  to  feeding 
In  patients  with  renal  impairment  (see  WARNINGS)  total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  lime  intervals  between 
doses 

In  streptococcal  infections  a therapeutic  dose  should  be  given  for  at  least  10  days 
SUPPLIED  Rondomycin  (methacycline  HCI)  150  mg  and300  mg  capsules,  syrup  con- 
taining 75  mg/5  cc  methacycline  HCI 


Before  prescribing,  consult  package  circular  or  latest  PDR  information. 
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A family  history  of  breast  carcinoma  is  also 
considered  a major  risk  factor.  Patients  with 
the  greatest  risk  of  developing  the  familial  type 
of  breast  carcinoma  are  usually  pre-menopaus- 
al.  In  addition,  the  familial  type  of  breast  car- 
cinoma is  associated  with  a greater  incidence 
of  bilateral  disease.  When  other  risk  factors 
are  excluded,  the  risk  of  developing  breast  car- 
cinoma in  first  degree  relatives  of  patients  with 
breast  cancer  is  increased  about  two-fold  as 
compared  to  the  general  population.  If  a first 
degree  relative  develops  breast  cancer  before 
menopause,  the  risk  of  a patient  developing 
breast  carcinoma  is  higher  than  if  the  relative 
developed  breast  carcinoma  after  menopause. 
Patient  risk  is  also  increased  if  the  first  degree 
relative  had  bilateral  breast  carcinoma.  If  more 
than  one  first  degree  relative  has  breast  car- 
cinoma, patient  risk  is  increased  even  further. 
For  instance,  women  with  a mother  and  sister 
with  breast  carcinoma  have  a thirty  per  cent 
chance  of  developing  breast  cancer  during 
their  lifetime;  in  this  situation,  the  carcinoma 
will  usually  develop  before  menopause.  Al- 
though the  risk  of  breast  carcinoma  in  the  gen- 
eral population  increases  with  age,  patients 
with  a family  history  have  a reduction  in  the 
incidence  of  breast  carcinoma  after  menopause. 

Patient  education  is  an  important  aspect  of 
the  early  detection  of  breast  carcinoma. 
Through  educational  programs,  the  magnitude 
of  the  problem  should  be  emphasized  and  the 
identity  of  high  risk  groups  should  be  clarified. 
Signs  and  symptoms  of  breast  carcinoma  should 
be  stressed,  and  women  should  be  encouraged 
to  have  yearly  physical  examinations.  Women 
should  also  be  instructed  in  the  techniques  of 
breast  examination,  and  should  perform  self- 
examination  once  a month,  usually  about  one 
week  after  the  onset  of  menstrual  flow. 

Breast  examination  by  physicians  is  another 
important  step  in  the  evaluation  for  breast  car- 
cinoma. Mammography  or  xerography  are  sup- 
plemental procedures,  which  have  improved 
accuracy  of  screening  programs  in  asympto- 
matic patients.  A study  comparing  the  effec- 
tiveness of  physical  examination  and  radio- 
graphic  techniques  offered  yearly  mammo- 
grams and  physical  examinations  to  20,000 


asymptomatic  women  in  New  York  City.1  The 
study  demonstrated  that  mammography  com- 
plements physical  examination,  but  does  not 
replace  it.  For  example,  about  sixty  per  cent  of 
breast  lesions  were  detected  without  mammog- 
raphy, and  were  found  on  physical  examina- 
tion; about  sixty  per  cent  of  cases  without 
physical  examination  would  have  been  de- 
tected by  mammography,  and  only  one  third 
of  breast  lesions  were  detected  by  both  pro- 
cedures. 

I would  now  like  to  ask  Dr.  Anne  Brower, 
Assistant  Professor  of  Radiology,  to  review 
the  radiographic  techniques  utilized  in  early 
detection  of  breast  carcinoma. 

Dr.  Brower:  Until  recently  85-90  per  cent 
of  breast  masses  were  discovered  by  the  pa- 
tients themselves.  These  breast  masses  were 
usually  two  to  three  centimeters  in  size,  and 
approximately  seventy  percent  of  these  patients 
would  have  axillary  metastases  at  the  time  of 
initial  diagnosis. 

Xeromammography  is  a relatively  new  tech- 
nique and  is  most  useful  in  the  detection  of 
unsuspected  lesions  and  in  the  evaluation  of 
breast  masses  that  are  palpated.  Xeromammog- 
raphy utilizes  a more  sensitive  radiographic 
plate  and  gives  better  resolution  of  the  breast 
architecture  than  routine  mammography.  All 
structures,  superficial  and  deep,  can  be  visual- 
ized on  one  xerographic  image,  whereas  mam- 
mography requires  one  image  to  visualize  the 
skin  and  another  image  to  visualize  the  deep 
tissues.  For  these  reasons,  in  the  hands  of  the 
average  radiologist,  xeromammography  is  more 
easily  and  more  accurately  interpreted  than 
routine  mammography.  The  amount  of  radi- 
ation received  from  xeromammography  is  no 
more  than  that  from  routine  mammography. 

The  American  Cancer  Society  recommends 
frequent  mammography  or  xeromammography 
as  a screening  procedure.  Routine  mammog- 
raphy or  xeromammography  should  definitely 
be  done  on  patients  in  high  risk  groups,  name- 
ly (1)  patients  with  pendulous  breasts,  (2)  pa- 
tients with  first  degree  relatives  with  breast 
carcinoma,  (3)  patients  with  severe  fibrocystic 
disease,  (4)  patients  with  previous  radical 
mastectomy,  and  (5)  patients  with  carcinoma 
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of  one  breast,  prior  to  surgery.  Women  with 
carcinoma  of  one  breast  have  an  increased 
probability  of  having  or  developing  a second 
carcinoma  in  the  remaining  breast. 

Ideally,  base-line  xeromammography  should 
be  performed  at  thirty-five  years  of  age;  a sec- 
ond xeromammogram  should  be  obtained  at 
thirty-eight  years  of  age,  and  after  age  forty, 
xeromammography  should  be  performed  every 
year.  Routine  xeromammography  is  not  rec- 
ommended in  patients  under  the  age  of  thirty, 
because  the  incidence  of  breast  carcinoma  in 
this  age  group  is  less  than  one  percent  of  the 
total  incidence  of  breast  carcinoma,  and  be- 
cause breasts  in  this  age  range  are  quite  dense 
rendering  xeromammography  more  difficult  to 
interpret. 

Dr.  Ruffner:  Thank  you,  Dr.  Brower. 
Once  breast  carcinoma  has  been  detected,  the 
initial  step  in  management  is  surgical  excision. 
Radical  mastectomy  has  been  accepted  as  the 
procedure  of  choice.  However,  recent  ad- 
vances in  chemotherapy,  immunotherapy,  and 
radiation  therapy  have  improved  survival  in 
patients  with  breast  carcinoma  and  have  chal- 
lenged the  necessity  of  radical  mastectomy.  A 
study  by  the  National  Surgical  Adjuvant 
Breast  Project  included  a group  of  about  1,500 
patients  with  breast  carcinoma  who  were 
staged  clinically.2  On  the  basis  of  physical  ex- 
amination, a decision  was  made  as  to  whether 
metastatic  regional  lymph  nodes  were  present. 
If  lymph  nodes  were  thought  to  be  infiltrated 
with  tumor,  patients  were  then  randomized, 
and  underwent  either  total  mastectomy  with 
radiation  therapy,  or  radical  mastectomy.  A 
thirty-five  percent  relapse  of  breast  carcinoma 
has  occurred  within  two  years  in  both  patient 
groups.  Therefore,  based  on  a two  year  fol- 
low-up period,  this  study  suggests  that  total 
mastectomy  and  treatment  with  radiation  to 
the  axilla  appears  to  be  as  effective  as  radical 
mastectomy  in  preventing  relapse. 

A second  portion  of  this  study  randomized 
patients  who  had  no  regional  lymph  node  in- 
volvement by  physical  examination  into  three 
groups:  (1)  radical  mastectomy,  (2)  total  re- 
moval of  the  breast  without  removal  of  lymph 
nodes,  and  (3)  total  removal  of  breast  and 


radiation  therapy.  After  two  years,  a fifteen 
percent  relapse  rate  had  occurred  in  all  three 
groups.  Therefore,  on  the  basis  of  this  study, 
at  the  present  time  it  appears  that  patients  with 
breast  carcinoma  without  apparent  lymph  node 
involvement  by  clinical  evaluation  have  a sim- 
ilar relapse  rate  whether  treated  with  total 
mastectomy,  total  mastectomy  with  radiation 
or  radical  mastectomy.  A fifteen  percent  re- 
lapse rate  of  breast  carcinoma  after  two  year 
follow-up  period  implies  a greater  than 
twenty-five  percent  relapse  rate  at  ten  years, 
which  is  the  average  relapse  rate  in  women 
without  lymph  node  involvement. 

Difference  in  the  accuracy  of  surgical  and 
clinical  staging  is  pointed  out  in  studies  which 
demonstrate  that  breast  carcinoma  patients 
without  axillary  lymph  node  involvement  by 
physical  examination  have  evidence  of  meta- 
static carcinoma  by  microscopic  examination 
of  the  nodes  in  thirty-eight  percent  of  the  pa- 
tients. The  case  presented  today  illustrates  this 
point;  physical  examination  revealed  no  evi- 
dence of  regional  lymph  node  spread,  but  at 
surgery  nine  lymph  nodes  contained  tumor. 
On  the  other  hand,  if  lymph  nodes,  which  are 
clinically  thought  to  be  involved  with  tumor, 
are  surgically  removed,  twenty-seven  percent 
will  not  contain  tumor  but  will  instead  show 
microscopic  evidence  of  reactive  hyperplasia. 
Therefore,  lymphadenopathy  in  breast  car- 
cinoma does  not  necessarily  signify  extension 
of  tumor. 

Management  of  breast  carcinoma  in  patients 
with  a high  risk  of  relapse  is  difficult.  Sixty- 
five  to  eighty-six  percent  of  patients  with 
lymph  node  involvement  at  surgery  will  have 
relapse  of  disease  within  ten  years.  It  is  im- 
portant to  focus  on  these  patients  with  a high 
rate  of  relapse  and  to  develop  methods  which 
reduce  the  relapse  rates.  Chemotherapy  is  one 
mode  of  management  that  may  be  applicable. 
However,  in  patients  with  breast  carcinoma 
who  have  a high  risk  of  relapse,  but  who  do 
not  have  clinical  evidence  of  tumor,  applica- 
tion of  chemotherapy  is  complex  because  there 
are  no  clinical  parameters  to  indicate  tumor 
responsiveness  to  drug  treatment.  Secondly, 
without  clinical  findings  of  tumor,  convention- 
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al  indications  for  cessation  of  chemotherapy 
are  not  present  and  it  is  difficult  to  determine 
the  correct  duration  of  chemotherapy.  Third- 
ly, drugs  which  are  effective  against  large 
rumors  may  not  be  effective  against  micro- 
scopic nests  of  cancerous  cells. 

Although  there  are  no  published  studies  on 
chemotherapy  in  breast  carcinoma  in  patients 
without  clinical  evidence  of  metastatic  spread 
of  tumor,  a recent  clinical  investigation  by  Dr. 
Bernard  Fisher  has  begun  to  deal  with  this 
problem.3  Patients  in  this  study  were  divided 
into  four  groups  based  on  age  and  on  the  de- 
gree of  metastatic  disease.  These  groups  were- 
then  randomized  either  to  receive  placebo  or  to 
receive  an  eighteen  month  course  of  L-phenyl- 
alanine  mustard,  melphalan.  Patients,  who  were 
premenopausal  with  or  without  the  presence 
of  four  metastatic  lymph  nodes,  and  who  were 
treated  with  melphalan  for  eighteen  months, 
had  a three  percent  relapse  rate  at  a median 
followup  time  of  nine  months,  whereas,  the 
control  group  without  chemotherapy  had  a 
thirty  percent  relapse  rate  during  this  period 
of  time.  This  difference  between  treated  and 
non-treated  groups  is  statistically  significant, 
and  Dr.  Fisher  and  colleagues  now  recommend 
that  patients  with  breast  carcinoma  under  the 
age  of  fifty  with  or  without  metastatic  spread 
to  axillary  lymph  nodes  should  receive  mel- 
phalan for  eighteen  months.  Patients  who  were 
post-menopausal  and  had  four  or  more  meta- 
static lymph  nodes  had  an  eighteen  percent 
relapse  rate  in  the  treated  group,  and  a thirty- 
six  percent  relapse  rate  in  the  control  group. 
This  difference  is  not  statistically  significant. 
Data  comparing  treated  and  non-treated  pa- 
tients, who  were  post-menopausal  and  who  had 
less  than  four  lymph  nodes  involved,  are  incon- 
clusive at  this  time.  If  all  groups  are  combined 
into  treated  and  non-treated  groups  regardless 
of  age  or  lymph  node  involvement,  ten  per- 
cent relapsed  in  the  treated  group,  and  twenty- 
two  percent  relapsed  in  the  control  group. 
These  results  do  not  represent  cures,  but  may 
represent  prolongation  of  disease-free  interval 
and  delay  of  time  at  which  relapse  will  occur. 
Additional  observations  are  required  before 


cure  and  relapse  rates  with  melphalan  can  be 
accurately  assessed. 

Another  form  of  chemotherapy  is  hormonal 
manipulation,  a mainstay  of  breast  carcinoma 
treatment  for  years.  The  basic  concept  of  hor- 
monal manipulation  is  to  alter  the  hormonal 
environment  in  which  the  tumor  initially  grew. 
For  instance,  premenopausal  women  with 
breast  carcinoma  would  be  treated  by  methods 
which  remove  estrogens,  whereas  postmeno- 
pausal women  would  be  treated  by  the  addi- 
tion of  estrogens.  About  thirty  percent  of 
women  with  breast  carcinoma  have  tumor  re- 
sponse to  hormonal  manipulation.  The  major 
limitation  of  hormonal  therapy  is  the  pro- 
longed delay  which  is  necessary  for  evaluation 
of  response. 

A recent  advance  in  hormonal  therapy  has 
been  the  discovery  that  some  breast  cancers 
contain  an  estrogen  receptor  or  estrogen  bind- 
ing protein,  which  is  responsible  for  the  cellu- 
lar response  to  hormones.  Dr.  Elwood  Jensen 
at  the  University  of  Chicago  developed  an  as- 
say for  the  estrogen  receptor  and  initiated  a 
clinical  study  which  separated  patients  into 
several  groups  on  the  basis  of  the  results  of  the 
estrogen-binding  assay.4  The  three  groups 
were  (a)  patients  with  breast  carcinoma  who 
had  evidence  of  estrogen  receptor,  (b)  patients 
who  had  indefinite  results  on  assay,  and  (c) 
those  patients  who  did  not  have  evidence  of 
an  estrogen  receptor.  Data  were  then  analyzed 
as  to  breast  carcinoma  responsiveness  to  hor- 
monal manipulation  which  included  either 
estrogen  administration  or  oophorectomy  and 
adrenalectomy.  Ten  of  thirteen  patients,  who 
had  evidence  of  an  estrogen-receptor  re- 
sponded to  hormonal  manipulation,  whereas 
only  one  of  twenty-six  patients  in  the  group 
without  evidence  of  estrogen-receptor  re- 
sponded to  hormone  alteration.  The  group  of 
patients  who  had  equivocal  results  of  the  as- 
say for  an  estrogen-receptor  did  not  respond 
to  hormone  alteration.  These  studies  suggest 
that  assay  for  estrogen-receptor  may  be  help- 
ful in  the  selection  of  patients  for  hormonal 
therapy  and  may  improve  prognosis  of  breast 
carcinoma.  In  a recent  review  of  this  assay, 
eighty  percent  of  tumors  with  an  estrogen- 
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receptor  respond  to  additive  or  ablative  hor- 
mone therapy;  however,  in  the  absence  of 
estrogen-binding  protein,  the  response  rate 
was  only  six  percent.5 

Dr.  Mohler:  Thank  you,  Dr.  Ruffner.  Dr. 
Horsley,  would  you  care  to  comment  about 
the  management  of  breast  carcinoma? 

Dr.  Shelton  Horsley:  I would  like  to 
emphasize  that  xeroradiography  is  a significant 
adjunct  to  physical  examination.  It  is  impor- 
tant to  perform  xeromammograms  on  the  un- 
involved breast  prior  to  breast  carcinoma  sur- 
gery. Some  surgeons  perform  biopsies  routine- 
ly on  the  mirror  image  area  in  the  opposite 
breast,  even  if  physical  examination  is  normal, 
and  have  reported  finding  carcinoma  in  the 
opposite  breast  in  about  fifteen  percent  of  the 
cases. 

Women  with  normal  physical  examinations 
and  with  xerograms  which  demonstrate  highly 
suspicious  areas  are  a special  problem  to  the 
surgeon.  Radiologists  can  orient  the  surgeon 
and  pinpoint  the  lesion,  and  then  a generous 
biopsy  of  the  area  must  be  made.  Pathologist 
can  then  perform  a specimen  radiograph  in 
these  cases  and  can  conclude  whether  or  not 
the  lesion  has  been  adequately  excised. 

Dr.  Mohler:  Are  there  other  techniques 
by  which  axillary  lymph  nodes  can  be  ex- 
amined? 

Dr.  Horsley:  At  the  present  time,  lymph- 
angiography or  lymphography  has  not  been 
helpful.  The  only  definitive  method  is  surgical 
excision. 

Dr.  John  Owen:  What  are  the  implications 
for  chemotherapy  in  cases  of  breast  tumors 
with  receptors  versus  no  receptors? 

Dr.  Ruffner:  The  best  way  I can  sum- 
marize hormonal  therapy  is  to  say  that  what- 
ever the  hormonal  milieu,  change  it!  The  para- 
dox of  this  situation  is  in  postmenopausal  pa- 
tients who  have  good  response  to  estrogen 
therapy.  If  the  tumor  starts  to  regrow  and  if 
estrogen  treatment  is  then  discontinued,  about 
twenty  percent  of  these  patients  will  have  an- 
other remission. 

Dr.  Hunter:  I’m  not  quite  clear  on  the 
management  of  fibrocystic  disease.  How  can 
we  differentiate  it  from  malignant  disease? 


How  much  does  xerography  help?  How  does 
it  influence  the  probability  of  developing  breast 
cancer? 

Dr.  Horsley:  I think  xeromammography 
has  helped  us  tremendously  in  fibrocystic  dis- 
ease. Women  with  fibrocystic  disease  do  not 
usually  have  discreet  masses,  and  if  a discreet 
mass  is  present,  the  mass  should  be  biopsied, 
regardless  of  the  results  of  xeromammography, 
mammography  or  thermography.  Once  the 
mass  has  been  excised,  then  xeromammography 
can  be  utilized  for  comparison  with  future 
tests.  In  fibrocystic  disease,  physical  examina- 
tion may  change;  tenderness  of  the  breast  is 
usually  present  and  breast  size  alters  with  the 
menstrual  cycle.  Although  there  is  significant 
controversy  as  to  the  true  incidence  of  cancer 
in  fibrocystic  disease,  these  women  should  be 
followed  with  yearly  mammograms. 

Dr.  Brower:  Fibrocystic  disease  is  thought 
by  many  to  be  the  natural  aging  process  of  the 
breast.  Therefore,  many  xeromammograms 
will  be  interpreted  as  showing  as  “mammary 
dysplasia”,  meaning  fibrocystic  disease,  scleros- 
ing adenosis,  or  some  other  benign  process  that 
accompanies  the  aging  of  the  breast.  However, 
the  patient  with  a severe  degree  of  fibrocystic 
disease,  with  recurrent  palpable  masses  requir- 
ing multiple  biopsies,  is  the  patient  that  has  the 
increased  risk  of  developing  carcinoma. 
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Letters  to  the  Editor  — 


Smallpox  Vaccination. 

Some  physicians,  especially  older  physicians 
who  have  seen  the  horror  of  smallpox  epi- 
demics, have  had  valid  reservations  and  con- 
cern about  the  replacement  of  routine  com- 
pulsory vaccination  with  selective  vaccination. 
Your  journal  has  provided  a forum  for  ex- 
pression of  these  reservations  in  the  form  of  a 
recent  editorial  and,  in  the  preceding  month, 
a “Letter  to  U.S.  Senators  and  Congressmen 
of  Virginia.”  I would  like  to  express  addition- 
al concerns  and  opinions. 

The  United  States  Public  Health  Service  and 
the  American  Academy  of  Pediatrics  oppose 
routine  compulsory  vaccination  of  children 
because  of  the  almost  absent  risk  of  exposure 
to  smallpox  and  the  high  risk  of  complication 
from  the  vaccine.  They  continue  to  recom- 
mend vaccination  for  health  workers,  and  in- 
ternational travelers  are  required  to  have  vac- 
cine if  they  enter  a smallpox  endemic  country. 

The  risk  of  exposure  to  smallpox  in  the 
United  States  is  virtually  nil.  There  has  not 
been  a case  in  the  United  States  since  1949.  The 
disease  remains  endemic  on  the  Indian  subcon- 
tinent, where  it  is  rapidly  being  eradicated  by 
the  World  Health  Organization.  All  travelers 
from  this  area  must  be  vaccinated  so  they  will 
not  transport  it  here.  There  have  been  a few 
cases  also  from  the  wilds  of  Ethiopia. 

In  June  of  1969,  before  the  policy  change, 
2.2  million  doses  of  the  vaccine  were  dis- 
tributed.1 Since  virtually  all  states  had  laws 
requiring  childhood  smallpox  vaccination  at 
that  time,  and  the  only’  other  individuals  re- 
quired to  have  it  were  travelers  to  endemic 
areas,  a majority  of  these  doses  were  going  to 
children.  The  mortality  rate  suggested  in  the 
“letter”  would  result  in  20-30  deaths  per 
MONTH  if  even  half  of  the  doses  distributed 
then  were  for  primary  vaccination.  1 he  actual 
risk  of  vaccination  is  far  less  than  that  sug- 
gested. The  risk  of  primary  vaccination  was 
established  in  surveys  in  1963  and  1968  by 
Lane,  Neff,  and  Millar.2'5  For  each  million 


doses  administered,  one  death,  three  cases  of 
brain  damage,  38  cases  of  eczema  vaccinatum 
and  242  cases  of  generalized  vaccinia  could  be 
expected. 

Small  outbreaks  in  remote  corners  of  the 
earth  are  unlikely  to  continue.  Smallpox  has 
been  completely  eradicated  from  North  Amer- 
ica, Latin  America,  and  South  America.  Since 
1967  the  number  of  countries  with  endemic 
smallpox  has  gone  from  42  to  4, 6 and  of  those 
four,  three  countries  are  all  contiguous  and 
hence  represent  only  two  areas.  Two  Virginia 
physicians  have  volunteered  for  and  spent 
three  months  in  India  fighting  this  battle,  and 
a third  is  currently  there.  All  three  feel  con- 
fident that  the  disease  will  be  eradicated  front 
the  earth  as  the  World  Health  Organization 
has  predicted  by  the  end  of  next  year.  Those 
who  do  not  believe  smallpox  can  be  eradicated 
from  an  area  should  consider  the  South  Amer- 
ican experience;  an  aggressive  surveillance  pro- 
gram indicates  that  the  area  has  been  smallpox- 
free  for  three  consecutive  years. 

In  the  light  of  present  knowledge  and  medi- 
cal technology,  immunization  against  polio, 
measles,  diphtheria,  pertussis  is  likely  to  be 
necessary  for  years  to  come.  Unlike  many  of 
the  above  listed  diseases,  smallpox  only  infects 
man  and,  more  significantly  and  uniquely,  does 
not  have  a sub-clinical  or  carrier  state.  It  also 
has  a far  higher  mortality  and  morbidity.  All 
these  factors  make  it  uniquely  controllable  and 
eventually,  as  has  been  show'n,  eradicable. 
Some  day  we  may  have  the  tools  to  eradicate 
the  other  diseases  but  not  yet.  As  long  as  the 
enteroviruses  and  measles  can  survive  in  other 
mammals  there  will  be  reservoirs  to  give  it 
back  to  man  if  he  is  not  continually  diligent 
about  immunizations.  Fortunately,  smallpox  is 
the  exception. 

Routine  compulsory  childhood  vaccination 
has  not  resulted  in  an  “immunized  popula- 
tion. Most  people  are  not  revaccinated  unless 
they  are  traveling  overseas.  Since  full  vaccina- 
tion protection  lasts  only  three  years,  an  over- 
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whelming  majority  of  Americans  are  suscept- 
ible. A survey  done  in  several  large  U.S.  hos- 
pitals (the  most  likely  place  of  secondary 
spread  in  the  event  of  an  importation)  prior  to 
the  1971  changeover  showed  that  65  percent 
of  hospital  personnel  had  not  had  smallpox 
vaccination  for  15  years.7  Since  it  will  be  years 
before  the  cessation  of  routine  vaccination  will 
have  a profound  effect  on  our  total  percentage 
of  susceptibles  and  since  the  most  pessimistic 
expert  estimate  of  smallpox  eradication  put  it 
within  a few  years,  there  is  little  or  no  justi- 
fication to  continue. 

Fears  of  increased  travel  should  not  be  a 
factor  for  the  only  way  smallpox  could  be  im- 
ported would  be  if  a susceptible  traveler  ar- 
rived from  a smallpox  endemic  area  after  hav- 
ing been  exposed.  Since  the  foci  of  smallpox 
activity  are  occurring  in  rural  poverty  areas 
and  refugee  camps  and  NOT  in  cities  where 
international  travelers  go  and  since  all  travel- 
ers to  these  areas  are  required  to  have  a valid 
vaccination,  there  is  very  little  danger  of  im- 
portation. 

Finally  it  comes  down  to  the  question— 
What  if  it  happened?— remote  as  that  possibil- 
ity might  be.  England  stopped  compulsory 
vaccination  in  the  mid-50’s  and  over  90  percent 
of  the  population  is  considered  susceptible. 
Japan  is  in  a similar  position.  In  1973  there 
were  single  importations  into  each  country  and 
NO  secondary  cases  occurred.  Developed 
countries  have  the  capability  to  perform 
prompt  and  effective  methods  of  surveillance, 
isolation,  contact  tracing,  and  selective  vac- 
cination of  contacts  which  can  prevent  spread 
and  resultant  mortality. 

Robert  S.  Jackson,  M.D. 
State  Epidemiologist 
Acting  Director , Bureau  of 
Preventive  Medical  Services 
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Pharmacy's  New  Spokesman. 

In  reference  to  the  editorial  “Pharmacy’s 
New  Spokesman”  ( Virginia  Medical  Monthly , 
January  1975)  (with  the  quotation  from 
Julius  Caesar— “Upon  what  meat  doth  this  our 
Caesar  feed,  that  he  is  grown  so  great?"  Act 
1,  Scene  2.)  as  a practicing  community  phar- 
macist, I would  like  to  present  the  following 
thoughts  on  the  subjects  discussed  (as  found 
in  the  address  by  Mr.  Robert  C.  Johnson,  new 
president  of  the  American  Pharmaceutical  As- 
sociation) :— “product  selection  (substitu- 
tion)”, “prescribing  procedures",  and  “costs 
of  drug  therapy”.  Looking  at  the  subjects 
from  a viewpoint  somewhat  different  from  that 
of  the  editorial,  it  seems  appropriate  to  preface 
these  observations  with  yet  another  quotation 
from  the  next  scene  of  the  same  play  by 
Shakespeare,  “Men  may  construe  things  after 
their  fashion,  clean  from  the  purpose  of  the 
things  themselves.” 

Substitution  is  really  not  the  ogre  that  some 
would  have  us  believe.  The  term  as  originally 
used  years  ago  in  regard  to  the  filling  of  pre- 
scriptions, usually  meant  “the  deceptive  re- 
placing of  one  product  by  another  of  less 
worth”.  Today  the  term  is  used  quite  dif- 
ferently. It  means  the  use  of  another  product 
comparable  in  all  respects  to  the  product 
ordered.  On  today’s  market,  in  many  cases, 
one  product  can  be  replaced  by  another  and 
the  therapeutic  effects  will  be  identical.  Such 
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procedure,  if  made  legal,  would  help  reduce 
the  cost  of  medical  care  because  it  would  mean 
a considerable  reduction  in  pharmacy  inven- 
tories. Pharmacists  are  knowledgeable,  con- 
scientious, reliable  individuals  who  are  capable 
of  judging  the  quality  of  the  products  they  use 
to  fill  their  prescriptions.  Just  as  the  pharma- 
ceutical manufacturers  are  knowledgeable, 
conscientious,  reliable  individuals  who  are  do- 
ing their  utmost  to  give  the  public  the  best  pos- 
sible medications.  And  so,  product  selection, 
or,  if  you  will,  “substitution”  would  not  mean 
a change  in  the  patient’s  medication  regimen. 

Considering  “prescribing  procedures”  and 
pharmacists  becoming  involved  as  to  what 
drugs  the  physician  prescribes,  the  pharmacist 
in  no  way  (as  I see  it)  is  attempting  to  usurp 
the  role  of  changing  the  medication  as  ordered 
by  the  physician.  There  are  classes  in  clinical 
pharmacy  now  being  taught  wherein  the  phar- 
macist accompanies  the  doctor  on  hospital 
rounds  in  order  to  advise  on  the  effects,  side 
effects,  interactions  and  possible  reactions  of 


the  drugs  under  consideration.  This  seems  a 
rational  procedure,  as  well  as  a helpful  one  to 
the  busy  physician.  Also  practicing  pharma- 
cists are  available  for  information  on  drugs  un- 
der consideration  by  the  physician  and  could 
be  helpful  concerning  any  incompatibilities. 
Patient  profiles  are  useful  here— especially 
when  the  patient  has  need  for  treatment  by 
more  than  one  physician. 

And  lastly,  the  statement  in  Mr.  Johnson’s 
speech  that  the  blame  for  high  drug  therapy 
costs  can  be  placed  at  the  doorstep  of  organized 
medicine  seems  rather  unreasonable  in  view 
of  the  following  facts.  The  physician  orders 
the  medication  which  he  feels  will  be  best  for 
his  patient.  The  cost  of  such  medication  of 
course  is  not  a factor  in  this  decision.  In  pass- 
ing, however,  it  might  be  said  that  a greater 
cognizance  of  generics,  could  and  would  make 
a difference. 

William  G.  Tarrant,  Jr. 

1 West  Broad  Street 
Richmond,  Virginia  23220 


Ventilating  Units  in  Lung  Disorder. 


Warning— Your  heating  unit,  humidifier  or 
air  conditioner  may  be  dangerous  to  your 
health.  A serious  lung  disorder  known  to  doc- 
tors as  hypersensitivity  alveolitis  (HA)  can 
result  from  spores  found  in  the  cooling  and 
heating  systems  of  homes  and  buildings,  says  a 
report  in  the  March  3 issue  of  the  Journal  of 
the  American  Medical  Association. 

The  spores  that  grow  in  the  ventilating  units 
can  cause  a dry,  hacking  cough,  fever,  chest 
pain  and  easy  tiring,  says  the  report  by  Vin- 
cent A.  Marinkovich,  M.D.,  and  Alan  Hill, 
M.D.,  of  Stanford  University  Medical  School, 
California. 

Drs.  Marinkovich  and  Hill  describe  the  case 
of  an  11 -year-old  girl  who  developed  a near- 
fatal  lung  condition  from  spores  in  an  evapo- 
rative cooler,  a type  of  air  conditioning  unit 
that  is  popular  in  hot,  dry  western  climates. 


There  have  been  other  reports  of  the  same 
disease  in  office  workers  exposed  to  an  office 
air  conditioning  system.  If  the  spores  develop 
in  the  mechanisms  and  ducts  of  a ventilating 
system,  they  will  sometimes  contaminate  the 
room,  or  building  to  the  extent  that  symptoms 
appear  even  after  the  unit  is  no  longer  in  op- 
eration. 

Physicians  are  advised  to  be  aware  of  pos- 
sible contamination  from  heating,  air  condi- 
tioning and  humidifying  units  in  patients  with 
persistent  lung  problems  for  which  no  other 
cause  can  be  found. 

Periodic  cleaning  out  of  these  units,  partic- 
ularly the  replacement  of  straw  or  other  ma- 
terials, can  help  to  reduce  the  danger  of  con- 
tamination. 
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Public  Health.... 


MACK  I.  SHANHOLTZ,  M.D. 
State  Health  Commissioner  of  Virginia 


National  Health  Planning  and  Resources  Development  Act  of  1975 


President  Ford  signed  into  law  the  National 
Health  Planning  and  Development  Act  of 
1975  on  January  4,  1975.  This  Act,  Public 
Law  93-641,  provides  for  the  establishment  of 
a network  of  health  systems  agencies  respon- 
sible for  health  planning  and  development 
throughout  the  country. 

Congress  outlined  the  following  priorities 
in  implementing  this  important  new  law  at  the 
Federal,  State,  and  local  levels: 

The  provision  of  primary  care  services  for 
medically  underserved  populations,  espe- 
cially those  which  are  located  in  rural  or 
economically  depressed  areas. 

The  development  of  multi-institutional  sys- 
tems for  coordination  or  consolidation  of  in- 
stitutional health  services  (including  obstet- 
ric, pediatric,  emergency  medical,  intensive 
and  coronary  care,  and  radiation  therapy 
services.) 

The  development  of  medical  group  practices 
(especially  those  whose  services  are  appro- 
priately coordinated  or  integrated  with  in- 
stitutional health  services),  health  mainte- 
nance organizations,  and  other  organized 
systems  for  the  provision  of  health  care. 
The  training  and  increased  utilization  of 
physician  assistants,  especially  nurse  clin- 
icians. 

The  development  of  multi-institutional  ar- 
rangements for  the  sharing  of  support  serv- 
ices necessary  to  all  health  service  institu- 
tions. 

The  promotion  of  activities  to  achieve 
needed  improvements  in  the  quality  of 
health  services,  including  needs  identified  by 
the  review  activities  of  Professional  Stand- 
ards Review  Organizations  under  part  B of 
title  XI  of  the  Social  Security  Act. 


The  development  by  health  service  institu- 
tions of  the  capacity  to  provide  various  lev- 
els of  care  (including  intensive  care,  acute 
general  care,  and  extended  care)  on  a geo- 
graphically integrated  basis. 

The  promotion  of  activities  for  the  preven- 
tion of  disease,  including  studies  of  nutri- 
tional and  environmental  factors  affecting 
health  and  the  provision  of  preventive  health 
care  services. 

The  adoption  of  uniform  cost  accounting, 
simplified  reimbursement,  and  utilization  re- 
porting systems  and  improved  management 
procedures  for  health  service  institutions. 
The  development  of  effective  methods  of 
educating  the  general  public  concerning 
proper  personal,  including  preventive  health 
care  and  methods  for  effective  use  of  avail- 
able health  services. 

The  basic  interest  of  this  very  complicated 
act  is  to  unify  the  planning  functions  of  Com- 
prehensive Health  Planning,  the  development 
functions  of  Regional  Medical  Programs,  and 
the  facility  financing  functions  of  the  Hill- 
Burton  Program  into  one  system  which  in- 
cludes both  health  service  providers  and  health 
service  consumers. 

Governor  Godwin  has  designated  the  De- 
partment of  Health  as  the  State  Agency  for 
administering  the  Commonwealth’s  responsi- 
bilities under  the  new  Health  Planning  Act. 
The  Department  will  act  as  the  State  office 
for  distribution  of  federal  allotments,  loans, 
loan  guarantees,  and  interest  subsidies  author- 
ized under  this  new  Law  for  new  medical  fa- 
cility construction  or  modernization.  Addi- 
tionally, the  Department  will  continue  to  ad- 
minister the  State’s  Certificate  of  Need  Pro- 
gram. 
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The  Governor  has  also  taken  action  to  estab- 
lish five  Health  Service  Areas  whose  bound- 
aries will  correspond  with  the  Professional 
Standards  Review  Organization  area  bound- 
aries recently  set  in  northern,  northwestern, 
southwestern,  south  central  and  eastern  Vir- 
ginia. The  Law  requires  the  Governor  of  each 
state  to  inform  the  Secretary  of  Health,  Educa- 
tion, and  Welfare  by  May  3,  1975,  of  the  area 
designations  which  are  considered  most  appro- 
priate for  health  planning  in  their  states.  The 
designated  areas  were  required  to  follow  the 
guidelines  stated  in  the  new  law  including: 
having  a minimum  population  of  a half  mil- 
lion people;  being  drawn  so  as  to  provide  for 
consideration  of  different  health  needs  of  urban 
and  rural  populations;  including  at  least  one 
center  for  the  provision  of  highly  specialized 
health  services;  conforming  as  closely  as  pos- 
sible to  existing  medical  referral  patterns,  to 
Professional  Standards  Review  Organization 
area  boundaries,  and  those  of  other  planning 
areas  in  the  State;  and  including  completely  the 
boundaries  of  the  Standard  Metropolitan  Sta- 
tistical Areas  (SMSA)  which  have  been  desig- 
nated by  the  federal  government  to  be  used  for 
acquiring  statistics  on  metropolitan  areas. 

Three  of  the  areas  designated  by  the  Gov- 
ernor will  require  HEW  permission  to  waive 
the  SMSA  criteria  in  order  to  split  interstate 
SMSA’s  along  state  boundaries.  These  involve 
the  Metropolitan  Washington,  D.  C.,  SMSA, 
the  Bristol,  Virginia/Tennessee  SMSA,  and 
the  Tidewater  Virginia  SMSA,  which  includes 
Currituck  County,  North  Carolina.  A final 
decision  in  the  designation  of  Health  Service 
Areas  will  not  be  known  before  August  1, 
1975,  at  which  time  the  Secretary,  HEW  will 
announce  his  official  decisions  on  all  requests 
by  all  states  for  waivers  of  the  area  criteria. 

The  act  further  calls  for  setting  up  a net- 
work of  wholly  federally-funded  basic  region- 
al entities  called  Health  Systems  Agencies 
(HSA)  to  correspond  to  the  Health  Service 


Area.  The  HSA  may  take  the  form  of  a non- 
profit private  corporation,  a public  regional 
planning  body,  or  a single  unit  of  general  local 
government,  depending  on  local  and  State 
preference  and  certain  conditions. 

HEW  is  responsible  for  selecting  organiza- 
tions to  be  placed  under  contract  with  the  Fed- 
eral government  to  perform  HSA  functions. 
HEW  consideration  of  applications  for  all  or- 
ganizations seeking  contracts  is  anticipated  to 
begin  after  September,  1975.  Consultation 
with  each  state’s  Governor  is  required  by 
HEW  before  selecting  HSA’s. 

The  HSA’s  will  have  the  following  func- 
tions under  the  Law: 

• To  improve  the  health  of  residents  of 
health  service  areas. 

• To  increase  the  accessibility,  acceptability, 
continuity  and  quality  of  the  health  serv- 
ices provided  them. 

• To  restrain  increases  in  the  cost  of  pro- 
viding health  services. 

• To  prevent  unnecessary  duplication  of 
health  resources. 

• To  assemble  and  analyze  data  concerning 
the  status  of  the  health  of  residents,  the 
status  of  the  health  care  delivery  system 
and  its  use,  effect  the  area  s health  de- 
livery system  has  on  the  health  of  the  resi- 
dents, the  number,  type  and  location  of 
the  area’s  health  resources,  the  patterns 
of  utilization  of  these  resources,  and  the 
environmental  and  occupational  exposure 
factors  affecting  immediate  and  long-term 
health  conditions. 

. To  establish,  annually  review  and  amend 
as  necessary  a health  systems  plan  and  an 
implementation  plan. 

Once  plans  have  been  approved  by  the 
HEW,  the  HSA  can  then  apply  for  develop- 
mental funds  and  begin  to  carry  out  its  respon- 
sibilities. The  Law  extends  through  June  30, 
1977. 
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Medicare— Part  B . . . . 


Reasonable  Charge 

The  following  has  been  extracted  from  a 
pamphlet  made  available  to  interested  persons 
at  local  Social  Security  Offices.  It  deals  with 
the  subject  of  reasonable  charge.  (Source 
“What  your  medical  insurance  pays”,  U.S. 
Government  Printing  Office,  1973-734-090/ 
22) 

“What  is  a ‘reasonable  charge’?  Medicare 
recognizes  that  in  any  area  of  the  country  doc- 
tors do  not  all  charge  the  same  amounts  for  a 
given  type  of  service;  it  also  recognizes  that 
doctors’  charges  often  vary  from  area  to  area. 
Medicare  does  not,  therefore,  set  a fee  schedule 
of  fixed  amounts  that  represent  the  only  pay- 
ments that  can  be  allowed  for  particular  serv- 
ices. Instead,  under  the  law  and  regulations, 
the  reasonable  charge  as  determined  by  the 
carrier  for  each  service  cannot  be  higher  than 
your  doctor’s  customary  charge  to  all  his  pa- 
tients for  that  service;  nor  can  it  be  higher 
than  the  charges  for  that  service  which  are 
made  in  three  out  of  four  cases  by  all  doctors 
in  your  area.  At  regular  intervals,  carriers  re- 
view each  doctor’s  customary  charge  for  each 
type  of  service  and  the  range  of  charges  made 
by  all  doctors  in  the  area.  Upon  completion  of 
this  review,  the  carriers  adjust  reasonable 
charges  to  take  any  changes  into  account. 

“Your  doctor’s  actual  charge  may  at  times  be 
more  than  the  reasonable  charge  determined 
by  the  carrier  for  a particular  service.  When 
this  happens,  it  does  not  necessarily  mean  that 
your  doctor’s  charge  for  that  service  is  not 
reasonable.  It  could  mean,  for  example,  that 
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your  doctor  has  recently  increased  his  charges, 
and  the  increased  rates  have  not  been  in  effect 
long  enough  for  Medicare  records  to  show 
that  the  new  higher  charges  are  being  made  to 
all  his  patients.  (Medicare,  like  many  other 
health  insurance  programs,  does  not  recognize 
a higher  charge  until  it  is  in  effect  long  enough 
to  be  considered  customary .)  Or,  it  could  also 
mean  that  your  doctor’s  charge  for  the  service 
is  in  the  upper  bracket  of  doctors’  charges  in 
your  area,  and  for  that  reason  the  charge  is  not 
considered  to  be  a reasonable  charge. 

“Because  the  reasonable  charge  may  some- 
times be  less  than  the  doctor’s  actual  charge, 
your  share  of  the  cost  might  be  less  if  your 
doctor  agrees  to  ‘assignment’.” 

While  carriers  do  review  each  doctor’s  cus- 
tomary charge,  such  review  is  made  and  rea- 
sonable charge  profiles  adjusted  subject  to  spe- 
cific instructions  issued  by  the  U.  S.  Depart- 
ment of  Health,  Education  and  Welfare  as  to 
the  timing  of  the  review  and  the  updating  of 
the  reasonable  charge. 

We  expect  to  be  instructed  to  update  our 
reasonable  charge  profiles  by  about  July  1, 
1975. 

However,  the  Secretary  of  HEW  has  an- 
nounced his  intent  to  use  appropriate  economic 
index  data  to  determine  Medicare  reasonable 
charge  for  physician’s  service.  The  economic 
index  will  reflect,  on  a cumulative  basis,  the 
changes  that  have  taken  place  in  physicians’ 
expenses  and  in  general  earning  levels  since 
calendar  year  1971.  This  may  cause  the  rea- 
sonable charge  update  to  be  delayed. 
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Norfolk's  Mobile  Meals 

The  outstanding  project  of  the  Woman’s 
Auxiliary  to  the  Norfolk  Medical  Society 
called  Mobile  Meals  of  Norfolk,  Inc.,  was  be- 
gun in  late  1974.  The  service  was  organized 
out  of  recognition  of  a serious  need.  The  City 
of  Norfolk  has  a population  of  over  300,000. 
There  had  been  no  available  program  directed 
to  that  segment  of  the  population  financially 
able  but  circumstantially  unable  to  provide 
meals  at  home. 

The  purpose  of  this  endeavor  is  to  provide 
food  for  those  people  who  are  unable  to  cook 
for  themselves  but  who  can  remain  at  home  if 
adequate  nutrition  is  provided.  The  meals  are 
delivered  Monday  through  Friday  and  include 
a hot  noon  meal  and  a sandwich,  fruit,  and 
milk  for  supper.  The  cost  is  twelve  dollars  and 
fifty  cents  per  week.  Personal  attention  is  af- 
forded each  subscriber  in  helping  to  select  from 
a rainbow  menu  daily.  The  meals  are  prepared 
at  the  Community  Mental  Health  Center  and 
Psychiatric  Institute  and  are  transported  in 
thermo-trays  by  a volunteer  team  using  per- 
sonal transportation.  In  addition  to  delivering 
the  meals,  the  volunteers  provide  daily  social 
contact  which  is  the  highlight  of  the  day  for 
many  of  the  recipients. 

Mobile  Meals  of  Norfolk  is  a non-profit  sep- 
arate corporation  administered  by  the 
Woman’s  Auxiliary  to  the  Norfolk  County 
Medical  Society,  with  the  president  of  the 


Auxiliary  serving  as  president  of  Mobile  Meals 
of  Norfolk,  Inc.  The  Auxiliary’s  Community 
Health  Chairman  serves  as  vice-president.  In- 
dividual members  of  the  Auxiliary,  who  are 
called  Starters,  are  present  each  day  at  the  meal 
disbursement  center  to  direct  the  volunteers 
and  to  manage  the  program.  Potential  sub- 
scribers are  screened  by  an  Auxiliary  commit- 
tee. The  Auxiliary  reimburses  the  food  prepa- 
ration center  for  the  number  of  meals  served 
each  week. 

Madeline  Sly  (Mrs.  Donald  E.),  president 
of  the  Norfolk  Auxiliary,  writes  the  following: 

“It  is  really  exciting!  We  have  over  400 
volunteers  from  the  community  who  are 
actually  involved  with  the  delivery.  Their  en- 
thusiasm is  overwhelming. 

“In  November,  we  had  an  Orientation  and 
Nutrition  Program  for  the  volunteers.  The 
first  meals  were  delivered  on  December  2, 
1974.  We  are  now  serving  thirty  subscribers 
daily  and  are  rapidly  growing.  Our  aim  is  to 
help  people  on  a short  term  basis  until  they 
are  able  to  do  for  themselves.  We  have  helped 
a lot  of  people  since  December  and  it  is  a very 
rewarding  experience  for  our  Auxiliary  to 
know  that  we,  as  doctors’  wives,  are  actually 
providing  this  service  to  the  community. 

“Mrs.  Louis  R.  Jordan  (Shirley)  is  our  Com- 
munity Health  Chairman  and  has  done  a fan- 
tastic job  coordinating  the  volunteers  from  the 
churches.  Mrs.  Harry  K.  Jeroy  (Judy)  sched- 
ules the  Auxiliary  members  monthly  who  serve 
as  Starters.” 

In  addition  to  Auxiliary  workers,  there  are 
thirty-seven  churches  involved  with  the  pro- 
gram and  they  provide  volunteers  who  deliver 
on  a scheduled  day  each  month.  Referrals  to 
the  program  may  be  made  by  physicians,  com- 
munity agencies,  churches,  and  individuals. 
Many  organizations  include  information  about 
the  service  in  their  monthly  mailings.  Complete 
information  about  the  program  may  be  ob- 
tained by  calling  the  Information  Center  of 
Hampton  Roads  (625-4543),  a public  service 


498 


Virginia  Medical  Monthly 


agency  that  catalogs  numerous  programs  avail- 
able to  area  citizens. 

Auxiliary  members  who  may  be  interested 
in  developing  such  a project  should  contact 
Mrs.  Donald  E.  Sly,  920  Graydon  Avenue, 
Norfolk,  23507,  for  additional  information. 

The  Virginia  Auxiliary  should  be  proud  that 


an  exhibit  of  this  project  was  displayed  at  the 
County  Leadership  Seminar  in  Chicago  in 
February. 

Jean  Cook 

(Mrs.  William  A.,  Jr.) 
Publicity  Chairman 


Alcohol  Abuse  Among  Teenagers  Increasing 


Alcohol  abuse  “is  a major  health  hazard  in 
North  America”  and  is  fast  supplanting  other 
forms  of  drug  abuse  as  a major  problem  among 
teenagers  in  the  United  States  and  Canada, 
two  committees  of  physicians  have  reported 
in  the  April  issue  of  Pediatrics,  the  monthly 
scientific  journal  of  the  American  Academy  of 
Pediatrics. 

The  statement,  authored  by  the  American 
Academy  of  Pediatrics’  Committee  on  Youth 
and  the  Committee  on  Adolescent  Medicine  of 
the  Canadian  Paediatric  Society,  notes  that  al- 
cohol consumption  among  teenagers  is  increas- 
ing at  a time  when  use  of  “hard  drugs”  such  as 
amphetamines  and  hallucinogens  is  decreasing. 

The  statement  cites  several  reasons  for  the 
increase  in  alcohol  consumption  and  alcohol- 
related  automobile  accidents  among  teenagers. 
These  include:  1)  the  lowering  of  the  drink- 


ing age  from  21  to  18  or  19  in  most  places;  2) 
anxiety  about  marihuana  use  among  teenagers, 
aided  by  some  police  attitudes  which  treat 
marihuana  use  as  drug  abuse  “while  alcohol 
abuse  is  overlooked  or  ignored;”  3)  the  use 
of  advertising  with  “its  youth-oriented  mess- 
age” portraying  the  use  of  alcohol  “as  being 
socially  acceptable  and  fun;”  and  4)  “the  social 
acceptance  of  alcohol  consumption  by  adults 
has  lessened  the  anxiety  of  parents  toward 
drinking  in  their  children.” 

The  statement  recommends  the  inclusion  of 
information  about  alcohol  in  drug  education 
programs  sponsored  by  schools  and  other  or- 
ganizations. It  says  alcohol  must  be  recognized 
as  “a  nonmedical  drug”  and  urges  legislators  to 
“better  define  the  differentiation  between  so- 
cially acceptable  drug  usage  and  physically  or 
emotionally  harmful  drug  abuse.” 
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Editorial . . . . 


The  Medical  Bicentennial  in  Virginia 

THE  COUNCIL  of  The  Medical  Society  of  Virginia  designated  a Com- 
mittee to  prepare  a Medical  Bicentennial  Exhibit  depicting  the  role  of 
physicians  in  Virginia  during  the  American  Revolution.  The  Committee  that 
was  formed  decided  the  scope  of  the  exhibit  should  be  enlarged  to  include 
advances  made  by  medicine  and  associated  health  services  during  the  past 
two  hundred  years  and  it  was  also  hoped  it  might  serve  to  promote  patriotism 
which  has  been  sadly  lacking  during  the  past  few  years. 

As  was  true  during  the  Civil  War  Centennial,  the  Richmond  Academy  of 
Medicine  was  asked  to  participate  with  the  State  Society  in  a joint  observa- 
tion of  the  Bicentennial.  Each  Society  has  now  appointed  a committee  which 
will  work  together  to  further  a representative  medical  exhibit.  The  Board 
of  the  Richmond  Academy  of  Medicine  has  granted  permission  for  the  use 
of  the  East  Room  on  the  first  floor  of  the  Academy  Building  for  display  of 
memorabilia  and  exhibits  of  various  types.  It  is  also  the  desire  of  the  Com- 
mittee that  a portion  of  the  exhibit  may  be  transported  to  and  displayed  in 
various  parts  of  the  State  to  coincide  with  special  Bicentennial  activities  that 
may  be  held  in  those  cities  during  the  1976-1981  period. 

A nationally  known  designer  group  has  indicated  its  willingness  to  prepare 
this  exhibit.  It  is  now  necessary  to  gather  all  available  material  with  medical 
significance  that  will  be  appropriate  for  display.  The  Committees  would  like 
to  borrow  old  letters  pertinent  to  the  Revolution,  commissions  and  certificates 
of  doctors  who  served  in  the  Continental  Army  or  the  Virginia  Militia  or 
Navy,  and  artifacts  of  the  era  with  medical  connotations.  Three-dimensional 
objects  may  be  photographed  and  returned  to  the  owners  if  desired  or  if  the 
actual  object  does  not  lend  itself  for  display. 

Appendix  1 of  the  Medicine  in  Virginia  in  the  Eighteenth  Century  by  that 
indefatigable  author,  Wyndham  B.  Blanton,  lists  nearly  250  physicians  and 
surgeons’  mates  who  served  in  the  Continental  Army,  Militia  or  Navy.  We 
would  like  to  add  names  of  doctors  who  may  be  missing  from  this  roster. 
We  especially  desire  likenesses  of  physicians  who  served  in  any  military 
capacity  during  the  Revolution. 

All  items  and  information  should  be  forwarded  to  E.  Randolph  Trice,  M.D., 
c/o  The  Richmond  Academy  of  Medicine,  1200  East  Clay  Street,  Richmond, 
Virginia  23219,  or  Harry  J.  Warthen,  M.D.,  c/o  The  Medical  Society  of 
Virginia,  4205  Dover  Road,  Richmond,  Virginia  23221. 

H.J.W. 
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A Timely  and  Valid  Commentary -For  All  Seasons 

A 1969  GRADUATION  ADDRESS  delivered  by  Eric  A.  Walker,  Presi- 
dent of  Pennsylvania  State  University  is  brought  to  mind  by  the  approach 
of  graduation  season  in  our  schools,  colleges  and  universities  throughout  the 
land. 

Some  who  see  the  burden  of  Dr.  Walker’s  theme  in  the  Virginia  Medical 
Monthly  will  probably  recall  having  read  it  elsewhere,  some  time  previously. 
Some  will  not  have  seen  it;  and  some,  no  doubt,  will  question  its  appropriate- 
ness as  an  editorial  offering.  To  those  who  have  read  it  before,  I would  sug- 
gest that  it  will  not  hurt  them  to  read  it  again.  Except  for  the  reminder  con- 
tained in  paragraph  3 of  the  address,  no  medical  bearing  can  be  claimed.  In 
any  event,  may  my  critics  be  reminded  that  the  piece  is  not  being  offered  as 
an  editorial,  but  as  a filler-in  until  an  editorial  may  be  forthcoming.  It  is  be- 
lieved that  a contemplative  public  by  and  large  in  the  United  States  will  find 
food  for  thought  in  that  part  of  President  Walker’s  graduation  address  which, 
in  part,  follows: 

“If  you  . . . will  look  over  into  the  bleachers  to  your  left  or  right,  I will 
re-introduce  you  to  representatives  of  some  of  the  most  remarkable  people 
ever  to  walk  the  earth— people  you  might  want  to  thank  on  this  graduation 
day. 

“These— your  parents  and  grandparents— are  the  people  who— within  just 
five  decades,  1919-1969— have  by  their  work  increased  your  life  expectancy 
by  50  percent;  who,  while  cutting  the  working  day  a third,  have  doubled  per 
capita  output. 

“These  are  the  people  who  have  given  you  a better  world  than  they  found. 
Because  of  this  you  no  longer  have  to  fear  epidemics  of  flu,  typhoid  fever, 
diphtheria,  smallpox,  scarlet  fever,  measles  or  mumps  that  they  knew  in  their 
youth.  The  dreaded  polio  is  no  longer  a factor;  TB  is  almost  unheard  of. 

“Let  me  remind  you  that  these  remarkable  people  lived  through  history’s 
greatest  depression.  Many  know  what  it  is  to  be  poor,  what  it  is  to  be  hungry 
and  cold.  And  because  of  this,  they  determined  that  it  would  not  happen 
to  you,  that  you  would  have  a better  life,  food  to  eat,  milk  to  drink,  vitamins 
to  nourish  you,  a warm  home,  better  schools,  and  better  opportunities  to  suc- 
ceed than  they  had. 

“Because  they  gave  you  the  best,  you  are  the  tallest,  healthiest,  brightest, 
and  probably  best  looking  generation  to  inhabit  the  land. 

“And  because  they  were  materialistic,  you  will  work  fewer  hours,  learn 
more,  have  more  leisure  time,  travel  to  more  distant  places,  and  have  more 
of  a chance  to  follow  your  life’s  ambition. 
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“These  are  the  people  who  fought  man’s  grisliest  war.  They  are  the  people 
who  defeated  the  tyranny  of  Hitler  and  who,  when  it  was  all  over,  had  the 
compassion  to  spend  billions  of  dollars  to  help  their  former  enemies  rebuild 
their  homelands . . . 

“They  made  a start— although  late— in  healing  the  scars  of  the  earth,  in 
fighting  pollution  and  the  destruction  of  our  natural  environment.  . . 

“They  hold  the  dubious  record  of  paying  taxes— although  you  probably  will 
exceed  them  in  this. 

“While  they  have  done  all  these  things,  they  have  had  some  failures.  They 
have  not  found  an  alternate  for  war,  nor  for  racial  hatred.  Perhaps  you,  the 
members  of  this  graduating  class,  will  perfect  the  social  mechanism  by  which 
all  men  may  follow  their  ambitions  without  the  threat  of  force— so  that  the 
earth  will  no  longer  need  police  to  enforce  the  laws,  nor  armies  to  prevent 
some  men  from  trespassing  against  others. 

“But  they— those  generations— made  more  progress  by  the  sweat  of  their 
brows  than  in  any  previous  era— and  don’t  you  forget  it.  If  your  generation 
can  make  as  much  progress  in  as  many  areas  as  these  two  generations  have, 
you  should  be  able  to  solve  a good  many  of  the  world’s  remaining  ills. 

“It  is  my  hope,  and  I know  the  hope  of  these  two  generations,  that  you 
find  the  answers  to  many  of  these  problems  that  plague  mankind. 

“But  it  won’t  be  easy.  And  you  won’t  do  it  by  negative  thoughts,  nor  by 
tearing  down  or  belittling.  You  may  and  can  do  it  by  hard  work,  humility, 
hope,  and  faith  in  mankind.  Try  it. 

“Goodby  and  good  luck  to  all  of  you.” 

H.  Lamont  Pugh,  M.D. 
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News 


• • • • 


Calendar  of  Events 

Annual  Meeting  of  American  Medical  Association— Atlantic  City,  New  Jersey 
—June  14-19,  1975. 

Emergency  Medical  Services— Legal  Aspects— Sponsored  by  The  Health  Law 
Center,  Aspen  Systems  Corp.— The  Cavalier  Oceanfront— Virginia  Beach— 
July  23-25,  1975. ' 

1975  Walter  L.  Thomas  Symposium  on  Gynecologic  Malignancy  and  Surgery 
—Sponsored  by  Department  of  Obstetrics  and  Gynecology,  Duke  University 
Medical  Center— Duke  University  Medical  Center— Durham,  North  Carolina— 
September  12-13,  1975. 

Regional  Continuing  Medical  Education  Program— Sponsored  by  AMA  Council 
on  Scientific  Assembly  in  cooperation  with  Eastern  Virginia  Medical  School, 
University  of  Virginia  Medical  School,  Medical  College  of  Virginia  and  The 
Medical  Society  of  Virginia— Williamsburg— September  27-28,  1975.  (For 
further  information  write:  Department  of  Circulation  and  Records,  AMA) 

Annual  Meeting  of  American  Association  for  Clinical  Immunology  and  Al- 
lergy—Riviera  Hotel— Palm  Springs,  California— October  15-19,  1975. 

Annual  Meeting  of  The  Medical  Society  of  Virginia— Hotel  Roanoke— Roa- 
noke—October  23-26,  1975. 

National  Conference  on  Physicians,  Schools  and  Communities— Sponsored  by 
AMA— Drake  Hotel— Chicago— November  20-21,  1975. 

******** 

The  Medical  Society  of  Virginia  maintains  a registry  of  medical  meetings  and  pro- 
grams of  interest  to  Virginia  physicians.  You  can  help  by  keeping  us  advised  of 
any  meetings  scheduled  in  your  area.  This  will  not  only  help  others  avoid 
conflicts  but  also  provide  helpful  information  on  opportunities  for  continuing 
education. 


New  Members. 

The  following  members  were  received  into 
The  Medical  Society  of  Virginia  during  the 
month  of  March: 

Shalom  Y.  Abboudi,  M.D.,  Portsmouth 
Ashok  D.  Ajgaonkar,  M.D.,  Charlottesville 
Pat  A.  Balsamo,  M.D.,  Springfield 
David  W.  Barnes,  M.D.,  Lynchburg 
Thomas  J.  Beviaser,  M.D.,  Vienna 
Peter  W.  Brown,  M.D.,  Richmond 
Antonio  I.  Cardona,  M.D.,  Arlington 
Edward  P.  Curcio,  M.D.,  Potomac, 
Maryland 

Sarvotham  S.  Dhundshy,  M.D.,  Front  Royal 
W illiam  B.  Dick,  M.D.,  Lexington 


Isaac  G.  Doron,  M.D.,  Suffolk 
Elliott  J.  Familant,  M.D.,  Newport  News 
Bolling  J.  Feild,  M.D.,  Petersburg 
Leo  Goldhammer,  M.D.,  Arlington 
Israel  David  Goldman,  M.D.,  Richmond 
Bruce  M.  Gray,  M.D.,  Winchester 
F.  Joseph  Hallal,  M.D.,  Falls  Church 
Edward  Walter  Jensen,  M.D.,  Hopewell 
Warren  J.  Jones,  Jr.,  M.D.,  Portsmouth 
Juliette  S.  Karow,  M.D.,  Williamsburg 
Adolphe  C.  Kiczales,  M.D.,  Winchester 
Shin  Gull  Kim,  M.D.,  Dumfries 
Karsten  F.  Konerding,  M.D.,  Richmond 
Augustine  W.  Lewis,  M.D.,  Aylett 
Bertram  L.  Levy,  M.D.,  Chevy  Chase, 
Maryland 


Volume  102,  June,  1975 


503 


Richard  B.  McAdam,  M.D.,  Hampton 
Frank  E.  Medford,  M.D.,  Newport  News 
George  M.  Meredith,  M.D.,  Virginia  Beach 
George  E.  MeyerhofF,  M.D.,  Richmond 
Charles  W.  Miller,  M.D.,  Charlottesville 
Rodolfo  Magdato  Morelos,  M.D., 

South  Boston 

Joel  B.  Nadler,  M.D.,  Springfield 
William  J.  Peebles,  M.D.,  Charlottesville 
Robert  L.  Price,  M.D.,  Richmond 
Giles  M.  Robertson,  Jr.,  M.D.,  Richmond 
Gaston  E.  Roy,  M.D.,  Springfield 
Shaun  Ruddy,  M.D.,  Richmond 
Luanne  Ruona,  M.D.,  Alexandria 
Mary  Catherine  Ryan,  M.D.,  Fairfax 
Donald  P.  Sanders,  M.D.,  Jetersville 
Manochehr  Sobhany,  M.D.,  Fairfax 
Larry  W.  Stanton,  M.D.,  Falls  Church 
James  L.  Towe,  M.D.,  Purcellville 
Gwo-Jaw  Wang,  M.D.,  Charlottesville 
Paul  R.  Yoder,  Jr.,  M.D.,  Harrisonburg 

Dr.  James  M.  MacMillan, 

Richmond,  has  been  named  to  the  Board  of 
Directors  of  the  American  Occupational  Medi- 
cal Association.  He  is  one  of  five  physicians 
elected  to  a three-year  term  on  the  Board. 

American  College  of  Radiology. 

The  following  Richmond  physicians  have 
been  named  Fellows  of  the  American  College 
of  Radiology:  Dr.  Willard  M.  Fitch,  Dr. 
Stuart  J.  Eisenberg,  Dr.  Harold  Goodman,  and 
Dr.  Donald  P.  King. 

New  Mental  Health  Jobs. 

Dr.  Dan  Payne,  formerly  assistant  commis- 
sion for  program  development  and  evaluation, 
and  Dr.  Leo  H.  Kirven,  Central  State  Hospital, 
Petersburg,  are  the  new  assistant  commissioners 
for  mental  retardation  and  mental  health,  re- 
spectively. 

The  American  Academy 
of  Orthopaedic  Surgeons 

Announces  that  manuscripts  are  earnestly 
solicited  for  the  three  Kappa  Delta  Awards  of 


$2000.00  each.  Three  awards  will  be  given, 
providing  manuscripts  of  requisite  quality  are 
submitted  for  outstanding  contributions  in  the 
field  of  orthopaedic  surgery.  Awards  will  be 
made  in  basic  research  that  relates  to  musculo- 
skeletal system;  clinical  research  in  orthopaedic 
surgery;  and  problems  related  to  trauma  of  the 
musculoskeletal  system.  Manuscripts  must  be 
submitted  before  August  1,  1975.  Further  in- 
formation may  be  obtained  from  the  American 
Academy  of  Orthopaedic  Surgeons,  430  North 
Michigan  Avenue,  Chicago,  Illinois  60611. 

Current  Concepts  in  Pediatric 
Radiology. 

A five  day  Postgraduate  Course  on  Current 
Concepts  in  Pediatric  Radiology  will  be  pre- 
sented, November  3-7,  at  Pinehurst,  North 
Carolina,  by  the  faculty  of  the  Departments 
of  Radiology  and  Pediatrics  of  Duke  Univer- 
sity Medical  Center.  The  guest  faculty  will 
be  David  H.  Baker,  M.D.,  New  York;  Walter 
E.  Berdon,  M.D.,  New  York;  M.  Paul  Capp, 
M.D.,  Tucson,  Arizona;  J.  Scott  Dunbar, 
M.D.,  Vancouver,  B.C.;  John  A.  Kirkpatrick, 
M.D.,  Boston;  Edward  B.  Singleton,  M.D., 
Houston;  and  Rick  I.  Suberman,  M.D.,  Chapel 
Hill.  The  Duke  faculty  will  be  Herman  Gross- 
man,  M.D.,  Richard  G.  Lester,  M.D.,  Robert 
McLelland,  M.D.,  Michael  Oliphant,  M.D., 
Samuel  L.  Katz,  M.D.,  and  Catherine  Wilfert, 
M.D. 

There  will  be  a systems  oriented  format  cov- 
ering cardio-pulmonary  diseases,  gastrointes- 
tinal disease,  genito-urinary  diseases  and  mus- 
culo-skeletal  diseases. 

This  program  is  open  to  all  physicians  and 
there  will  be  twenty-five  hours  of  AMA  cate- 
gory one  accreditation. 

Inquiries  should  be  addressed  to  Robert  Mc- 
Lelland, M.D.,  Radiology-Box  3808,  Duke 
University  Medical  Center,  Durham,  North 
Carolina  27710. 

Myocardial  Infarction  Study. 

The  division  of  cardiology  at  the  Medical 
College  of  Virginia  will  participate  in  a study, 
sponsored  by  the  National  Heart  and  Lung 
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Institute,  to  determine  whether  regular  admin- 
istration of  aspirin  will  reduce  mortality  in 
people  who  have  had  a documented  myocardial 
infarction. 

Men  or  women  aged  30-70  who  have  had  at 
least  one  documented  myocardial  infarction 
within  the  past  five  years,  and  who  fall  in 
functional  class  I or  II  (no  symptoms  or  symp- 
toms only  with  unusual  activity)  will  be  ran- 
domly assigned  to  aspirin  or  placebo  if  they  are 
willing  to  participate  in  the  study,  and  if  the 
patient's  physician  approves.  The  patient  will 
be  seen  three  times  a year  in  the  Nelson  Clinic 
to  observe  the  progress,  test  platelet  function, 
record  electrocardiogram,  etc.  The  patient’s 
physician  will  be  informed  about  the  patient’s 
laboratory  data  and  provide  any  other  assist- 
ance he  wishes.  The  study  will  not  include 
patients  who  have  active  peptic  ulcer  disease, 
previous  GI  bleeding,  severe  hypertension  (BP 
above  180/105  on  treatment)  or  who  must 
take  anticoagulants.  Patients  with  previous 
cardiac  surgery  wrill  be  excluded  and  so  will 
women  who  are  capable  of  becoming  pregnant. 

Members  of  The  Medical  Society  of  Vir- 
ginia are  asked  to  help  in  recruiting  patients 


for  this  study.  Patients  who  might  be  inter- 
ested may  call  Mrs.  Hannah  Overton,  admin- 
istrator, at  804-770-4168,  or  write  Dr.  David 
W.  Richardson,  chairman,  Division  of  Cardi- 
ology, Medical  College  of  Virginia,  Richmond 
23298. 

Gastroenterologist- Internist 

Desires  associate  to  join  established  practice 
in  central  Virginia.  Board  certified  or  eligible. 
C.  V.  with  first  letter.  Write  #25,  care  Vir- 
ginia Medical  Monthly,  4205  Dover  Road, 
Richmond,  Virginia  23221.  ( Adv .) 

Physician  Assistant 

Desires  employment  with  physician  (s)  in 
the  fields  of  Family  Practice,  Emergency  Med- 
icine, General  Surgery  or  Internal  Medicine. 
P.A.  is  a four  year  graduate  with  B.S.  and 
National  Board  Certification.  Experienced  in 
all  listed  fields.  For  resume  and  information 
contact:  William  Perri,  P.A.,  1 3 West  Mount 
Vernon  Place,  Baltimore,  Maryland  21201. 
Phone  301-837-9085.  (Adv.) 
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Obituary 


• • • • 


Dr.  Alfred  Brownley  Hodges, 

Norfolk,  died  April  1.  He  was  eighty-two 
years  of  age  and  received  his  medical  degree 
from  Columbia  University  in  1919.  Dr. 
Hodges  had  been  a member  of  The  Medical 
Society  of  Virginia  for  fifty  years. 

Dr.  William  Thomas  Sanger, 

Richmond,  former  president  of  the  MedicaL 
College  of  Virginia,  died  April  18  at  the  age 
of  eighty-nine.  He  was  president  of  the  Col- 
lege from  1925  to  1956,  after  which  he  was 
made  chancellor  emeritus.  During  his  tenure 
at  the  College,  the  value  of  the  physical  facil- 
ities rose  from  about  one  million  dollars  to  an 
estimated  replacement  value  of  more  than 
twenty-five  million,  and  more  than  a dozen 
buildings  were  erected.  After  his  retirement, 
Dr.  Sanger  was  involved  in  health  facility 
needs  and  planning.  In  more  recent  years  he 
was  executive  director  of  the  Medical  College 
of  Virginia  Foundation. 

Dr.  Sanger  was  an  associate  member  of  The 
Medical  Society  of  Virginia,  having  joined  in 
1940. 

His  wife  and  a son  survive  him. 

Dr.  Lawrence  Milton  Pack, 

Arlington,  died  during  open  heart  surgery 
on  April  19.  He  was  forty-eight  years  of  age 
and  received  his  medical  degree  from  the  Uni- 
versity of  Buffalo  in  1950.  He  had  been  in 
practice  in  Northern  Virginia  since  1953.  Dr. 
Pack  had  been  a member  of  The  Medical  So- 
ciety of  Virginia  for  twenty-one  years. 

His  wife  and  three  sons  survive  him. 


Dr.  Amory. 

Dr.  Guy  C.  Amory,  a beloved  physician  in 
Newport  News,  died  on  December  17,  1974,  age 
75,  of  complications  from  an  aortic  aneurysm. 
Dr.  Amory  was  born  in  York  County,  attended 
Lynchburg  College,  and  was  graduated  from  the 
Medical  College  of  Virginia  in  1926.  He  served 
an  internship  in  Hazelton,  Pennsylvania,  and  en- 
tered general  practice  in  Hilton  Village  in  August 
1927. 

The  same  year  he  became  associated  with  the 
Newport  News  Shipbuilding  and  Dry  Dock 
Company  and  continued  this  association  on  a 
part  time  basis  until  1972.  Dr.  Amory  served  the 
community  faithfully  during  the  war  years,  when 
there  was  a large  population  in  Newport  News 
and  a shortage  of  civilian  physicians.  He  was  a 
member  of  the  Newport  News  Medical  Society 
and  on  the  staff  of  Riverside  Hospital  for  47 
years,  serving  the  hospital  on  various  committees 
and  a term  as  its  president.  His  wide  range  of 
patients  and  friends  attests  to  his  professional 
ability  and  kindness  to  his  fellow  man. 

Dr.  Amory  was  active  in  community  affairs. 
He  helped  form  the  Bank  of  Warwick,  serving  as 
president  from  1941  to  1967  and  as  chairman  of 
the  board  until  it  merged  with  the  Bank  of  Vir- 
ginia, when  he  was  made  honorary  chairman  of 
the  board.  He  "was  elected  to  the  Newport  News 
City  Council  in  1966  and  served  one  term. 

The  summation  of  his  professional  career  may 
best  be  described  by  a quotation  from  an  editorial 
in  the  Daily  Press,  which  said:  “He  remained  a 
‘G.P.’  of  the  type  revered  in  fact  and  fiction  until 
his  recent  death,  continuing  to  serve  patients  who 
depended  on  him.” 

Dr.  Amory  exemplified  the  very  best  qualities 
of  our  profession  in  his  practice  and  in  his  com- 
munity interests.  He  is  survived  by  his  wife  and 
two  children. 

G.  S.  Mitchell,  M.D. 

Barnes  Gillespie,  M.D. 
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PAIN  RELIEF 
FOR  THE  MAJORITY 

NO-4“for  pain  intensity  below  the  need  for  injectables 

As  a rule,  only  pain  that  requires  morphine  is  beyond  the  scope 
of  Empirin®  Compound  with  Codeine  No.  4.  That’s  because  it 
delivers  a full  grain  of  codeine.  (In  the  preferred  phosphate 
form.)  Its  ant  it  ussive  action  is  particularly  appreciated  by 
patients  with  fractured  ribs,  and  following  chest  or  abdominal 
surgery.  Its  low  addiction  liability  is  a bonus  for  all  patients  who 
require  potent  analgesia.  ^ 

NO-3“for  almost  all  other  kinds  of  lesser  pain  ^ 

Most  other  kinds  of  lesser  pain  respond  to  Empirin  Compound 
with  Codeine  No.  3— whether  musculoskeletal,  neurological, 
soft-tissue  or  visceral.  One  might  say  No.  3 is  an  “all-purpose’’ 
analgesic - not  too  little,  not  /Burroughs  Wellcome  Co. 

too  much.  Just  right  for  your  ® / Research  Tr, angle  Park 

out-patients  in  these  categories.  Wellcome  / North  Carolina  27709 


BURNS 


i 


Wherever  it  hurts 

WIRIN'  COMPOUND  c CODER 

imO.3, codeine phosphate*(32.4 mg) gry2  * No.4,  codeine phosphate*(64.8 mg) gr  1 

^Warning — may  be  habit~forming.  Each  tablet  also  contains  aspirin  gr  3 V2,  phenacetin  gr  2V^>,  caffeine  gr 


Richmond's  newest,  fully  staffed  general  hospital  located  in  western  Henrico  County. 

Intensive  Care  and  Coronary  Units  Nuclear  Diagnostic  Capability 

Medical/Surgical  Units  236  Semi-Private  and  Private  Beds 


Administrator:  James  R.  Seitz 


Westbrook 

Psychiatric  Hospital,  Inc. 
Richmond,  Virginia 

FOUNDED  1911 


PSYCHIATRY 

REX  BLANKINSHIP,  M.D. 
Chairman,  Advisory  Group 

JOHN  R.  SAUNDERS,  M.D. 
Medical  Director 

THOMAS  F.  COATES,  JR.,  M.D. 
Assistant  Medical  Director 

OWEN  W.  BRODIE,  M.D. 
Associate  in  Psychiatry 

M.  M.  VITOLS,  M.D. 
Associate  in  Psychiatry 

WESLEY  E.  McENTIRE,  M.D. 
Associate  in  Psychiatry 

BOBBY  W.  NELSON,  M.D. 
Associate  in  Psychiatry 


NEUROLOGY 

GERALD  W.  ATKINSON,  M.D. 
Associate  in  Neurology 

HUGH  HOWELL,  M.D. 
Associate  in  Neurology 

CHILD  PSYCHIATRY 

GILBERT  SILVERMAN,  M.D. 
Associate  in  Child  Psychiatry 

ADMINISTRATION 

A.  B.  CAMPBELL,  JR. 

• Administrator 
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COMMONWEALTH 

PSYCHIATRIC 

CENTER 

Exclusively  For  Children  and  Adolescents-- 
A new,  completely  modern  66-bed  hospital 
is  now  open  for  patient  referrals 

■ Work  has  recently  been  completed  on  this  new 
hospital,  specifically  designed  for  the  treatment  of 
the  emotionally  disturbed.  In  addition  to  the 
hospital  itself,  the  Center  is  moving  ahead  with 
construction  of  a gymnasium  and  swimming  pool  to 
provide  its  patients  with  the  very  best  of  private 
institutional  facilities  in  the  Mid-Atlantic  Region. 

■ Four  full-time  child  psychiatrists  and  a staff  of 
experienced  psychologists,  psychiatric  nurses, 
psychiatric  social  workers,  therapists  and  other 
specialists  offer  a wide  range  of  treatment 
modalities.  A fully-accredited  school  program 
features  small  classes  structured  to  meet  the  needs 
of  the  individual. 


Brochure  on  Request 


iVerv 

^ospitajp. 


p5ycft,a(ric  o/  "WW. 


fifesr-fer 

- - Asr— " 

COMMONWEALTH 
PSYCHIATRIC  CENTER 

3001  FIFTH  AVENUE, 
RICHMOND.  VIRGINIA  23222 

(804)  329-4392 


JOHNSTON-WILLIS 

HOSPITAL 

RICHMOND,  VIRGINIA 

e£o 

A MODERN  GENERAL  HOSPITAL 
PRIVATELY  MANAGED 
SITUATED  IN  THE  QUIET  OF  THE 
WEST  END  RESIDENTIAL  SECTION 


EXECUTIVE/PROFESSIONAL 

LOANS 
BY  MAIL 

$3,500  TO  $25,000 

Unsecured  (signature  only)  for  any 
reason  or  purpose.  Up  to  8 years 
for  repayment.  For  information  in 
complete  confidence,  call  262-5969 
or  write : 


Financial  Resources  Co. 

P.  O.  Box  502 
Richmond,  Virginia  23204 

NAME  

ADDRESS  

CITY STATE ZIP. 
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TUCKER  HOSPITAL  Inc. 

212  West  Franklin  Street 
Richmond,  Virginia 

A private  hospital  for  diagnosis  and  treatment  of  psychiatric  and 
neurological  disorders.  Hospital  and  out-patient  services. 

James  Asa  Shield,  M.D.  Weir  M.  Tucker,  M.D. 

George  S.  Fultz,  Jr.,  M.D.  James  Asa  Shield,  Jr.,  M.D. 

Catherine  T.  Ray,  M.D.  Graenum  R.  Schiff,  M.D. 


SAINT  ALBANS  PSYCHIATRIC  HOSPITAL 

IWORD,  VIRGINIA  24141 

703-639-2481 

A fully  accredited  private  psychiatric  hospital  for  the 
treatment  of  all  major  psychiatric  illnesses  including  al- 
coholism and  drug  abuse  problems  of  adolescents  and 
adults. 


Galen  C.  Huffman,  M.D.  George  K.  White 

President  of  the  Medical  Staff  Administrator 
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F«artk  Dmit  tf  Nurtlm 


Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

MRS.  PLYLER’S 
NURSING  HOME 


KATE  E.  PLYLER  (1876-1947) 


GENE  CLARK  REGIRER  (1912-1962) 


A private  nursing  home  dedicated  to  extended,  intermediate  and  custodial  care 


1615  Grove  Avenue,  Richmond,  Virginia,  Telephone  353-3981 


LEWIS-GALE  CLINIC,  INC. 


1802  Braeburn  Drive 


ANESTHESIOLOGY 

Leigh  0.  Atkinson,  M.D. 

George  P.  Baron,  M.D. 

EMERGENCY  AND  INDUSTRIAL  DEPARTMENT 

E.  Wilson  Watts,  Jr.,  M.D. 

Benjamin  N.  Jones,  M.D. 

John  S.  Jeremiah,  M.D. 

John  M.  Garvin,  M.D. 

Robert  0.  McGuffin,  M.D. 

Larry  A.  Widner,  M.D. 

FAMILY  PRACTICE 
Allen  M.  Clague,  M.D. 

Keith  C.  Edmunds,  M.D. 

GENERAL  SURGERY 
W.  Langley  Sibley,  M.D. 

W.  R.  Whitman,  Jr.,  M.D. 

William  L.  Sibley,  III,  M.D. 

Edwin  L.  Williams,  II,  M.D. 

INTERNAL  MEDICINE 

Robert  F.  Bondurant,  M.D. 

Frank  Alton  Wade,  M.D. 

George  H.  Wall,  M.D. 

J.  Milton  Miller,  M.D. 

David  S.  Miller,  M.D. 

Michael  J.  Moore,  M.D. 

William  M.  Blaylock,  M.D 

ARTHRITIS  AND  RHEUMATOLOGY 
William  M.  Blaylock,  M.D. 

GASTROENTEROLOGY 
George  H.  Wall,  M.D. 


• Salem,  Virginia  24153 

HEMATOLOGY  AND  ONCOLOGY 
J.  Milton  Miller,  M.D. 

OBSTETRICS  AND  GYNECOLOGY 
Garrett  G.  Gooch,  III,  M.D. 

C.  Leon  Jennings,  Jr.,  M.D. 

Thomas  M.  Winn,  Jr.,  M.D. 

ORTHOPAEDIC  SURGERY 
Richard  H.  Fisher,  M.D. 

Alonzo  H.  Myers,  Jr.,  M.D. 

S.  Curtiss  Mull,  M.D. 

OTOLARYNGOLOGY 

J.  Bruce  Hagadorn,  M.D. 

PEDIATRICS 

Thomas  J.  Humphries,  M.D. 

John  T.  Walke,  M.D. 

W.  P.  Wiltsee  Young,  M.D. 

F.  Joseph  Duckwall,  M.D. 

William  J.  Kagey,  M.D. 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 
Warren  L.  Moorman,  M.D. 

Robert  F.  Roth,  M.D. 

RADIOLOGY  AND  NUCLEAR  MEDICINE 

Carl  M.  Russell,  M.D. 

Donald  W.  Spicer,  M.D. 

Clyde  F.  Lloyd,  M.D. 

William  A.  Cassada,  Jr.,  M.D. 

J.  William  Barnard,  M.D. 

THORACIC  AND  VASCULAR  SURGERY 

William  L.  Sibley,  III,  M.D. 

Edwin  L.  Williams,  M.D. 


UROLOGY 

Thomas  S.  R.  Ward,  M.D. 


Accredited  by  the  American  Group  Practice  Association 
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STUART  CIRCLE  HOSPITAL 

413-21  Stuart  Circle 

RICHMOND,  VIRGINIA 

Medicine: 

Anesthesiology : 

Manfred  Call,  III,  M.D. 

William  B.  Moncure,  M.D. 

Alexander  G.  Brown,  III,  M.D. 

Heth  Owen,  Jr.,  M.D. 

John  D.  Call,  M.D. 

Wyndham  B.  Blanton,  Jr.,  M.D. 

Surgery: 

Frank  jM.  Blanton,  M.D. 

Richard  A.  Michaux,  M.D. 

William  W.  Martin,  Jr.,  M.D. 

Carrington  Williams,  Jr.,  M.D. 

James  R.  Wickham,  M.D. 

Armistead  M.  Williams,  M.D. 

Snowden  C.  Hall,  III,  M.D. 

Obstetrics  and  Gynecology: 

James  R.  Darden,  Jr.,  M.D. 

Wyatt  S.  Beazley,  III,  M.D. 

Spotswood  Robins,  M.D. 

Urological  Surgery: 

David  C.  Forrest,  M.D. 

Frank  Pole,  M.D. 

Joseph  C.  Parker,  M.D. 

Harry  S.  Rowland,  Jr.,  M.D. 

William  M.  Oppenhimer,  M.D. 

Plastic  Surgery: 

Orthopedics: 

Hunter  S.  Jackson,  M.D. 

Beverley  B.  Clary,  M.D. 

Ophthalmology,  Otolaryngology: 

James  B.  Dalton,  Jr.,  M.D. 

Franklin  P.  Watkins,  M.D. 

Richard  W.  Dodd,  M.D. 

J.  Warren  Montague,  M.D. 

Pediatrics: 

Pathology: 

Thomas  P.  Overton,  M.D. 

Edward  J.  Wiley,  M.D. 

Sung  C.  Park,  M.D. 

Roentgenology  and  Radiology  : 

Physical  Therapy: 

Hunter  B.  Frischkorn,  Jr.,  M.D. 

William  J.  Cowan,  R.P.T. 

William  C.  Barr,  M.D. 

Administrator: 

John  E.  Reed,  M.D. 

Kenneth  M.  Holt 

Tidewater  Psychiatric  Institute 

1701  Will-O-Wisp  Drive 
Virginia  Beach,  Virginia  23454 

and 

1005  Hampton  Boulevard 
Norfolk,  Virginia  23507 

Private  hospitals  for  the  treatment  of  psychiatric  disorders  of  adults  and 
adolescents,  alcoholism,  and  drug  addiction.  Residential  special 
education  for  emotionally  disturbed  adolescents. 

David  C.  Butler 
Administrator 

Julian  W.  Selig,  Jr.,  M.D.  Stuart  Ashman,  M.D. 

Hospital  Director,  Norfolk  Hospital  Director,  Virginia  Beach 

(Brochure  sent  on  request ) 
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ST.  LUKE'S  HOSPITAL 

Established  1882 
Hunter  H.  McGuire,  M.D. 


McGuire  clinic,  inc. 

Established  1923 
Stuart  McGuire,  M.D. 


1000  West  Grace  Street 
Richmond,  Virginia 


General  Surgery  & Gynecology 

Joseph  W.  Coxe,  III,  M.D. 
H.  Fairfax  Conquest,  M.D. 
Gilbert  H.  Bryson,  M.D. 
William  M.  Crouch,  M.D. 

Anesthesiology 

Beverley  Jones,  M.D. 

Physical  Therapy 

Elizabeth  L.  Watson,  R.P.T. 


Internal  Medicine 

John  P.  Lynch,  M.D. 

John  B.  Catlett,  M.D. 

Robert  W.  Bedinger,  M.D. 
David  L.  Litchfield,  M.D. 
Burness  F.  Ansell,  Jr.,  M.D. 
W.  Wayne  Key,  Jr.,  M.D. 
Randolph  M.  Halloran,  M.D. 
Hilton  R.  Almond,  M.D. 
James  A.  Repass,  M.D. 


Radiology 

Henry  S.  Spencer,  M.D. 
Donald  P.  King,  M.D. 

Isotopes 

David  L.  Litchfield,  M.D. 

Pathology 

Hubert  R.  White,  Jr.,  M.D. 


Hospital  Administrator 

Gerald  J.  LaGesse 

Director  of  Nurses — St.  Luke's  Hospital 

Ann  M.  Urbine,  R.N. 

School  of  Nursing 

Ann  M.  Urbine,  R.N.,  Director 
Joan  B.  Hovis,  R.N.,  Dir.  of  Ed. 
Elizabeth  H.  Ellett,  R.N.,  Instructor 


Clinic  Manager 

S.  Taylor  Ware,  Jr. 

Director  of  Nurses — McGuire  Clinic,  Inc, 

Mary  E.  Simmons,  R.N. 


BAYBERRY  PSYCHIATRIC  HOSPITAL 

HAMPTON,  VIRGINIA 

Bayberry  is  a 125  bed  private  hospital  which  offers  a wide  range  of  inpatient,  day  care,  outpatient,  and  con- 
sultative services,  as  well  as  treatment  programs  for  adolescents,  children,  and  alcoholics. 

TREATMENT 

After  a comprehensive  medical  and  psychiatric  evaluation,  each  patient  receives  an  individualized  treat- 
ment program  and  schedule  of  activity  therapies.  Treatment  may  include  individual  therapy,  group  ther- 
apy, psychodrama,  chemotherapy,  electroconvulsive  or  insulin  treatment. 

EDUCATION 

A regular  school  curriculum  is  followed  and  academic  credit  is  given.  The  Hampton  Roads  Reading  Cen- 
ter is  located  within  the  hospital  and  provides  special  instruction  for  children  with  dyslexia  and  other 
learning  problems. 

REHABILITATION 

Rehabilitation  services  include  individual  counseling,  special  education,  and  job  training  programs. 

ACCREDITATION 

Accredited  by  the  Joint  Commission  on  Accreditation  of  Hospitals,  approved  for  Medicare,  member  of  the 
American  Hospital  Association,  and  licensed  by  the  State  Department  of  Hospitals  and  Mental  Hygiene. 

Wendell  J.  Pile,  M.D. 

Medical  Director 

Howard  L.  Cox,  M.D.  Basil  E.  Roebuck,  M.D.  Jonathan  G.  Solomon,  M.D.,  Ltd. 

BROCHURE  SENT  ON  REQUEST 

Contact:  Medical  Director,  530  E.  Queen  Street,  Hampton,  Va.  23369 
Telephone  (804)  722-2504 
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Have  Filled  More  Than 
160,000,000  Prescriptions 
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SAVE  MONEY! 

Take  advantage  of  The  Medical  Society  of  Virginia- 
sponsored  Master  Retirement  Plans 

Mail  coupon  for  information 

MS V RETIREMENT  PLANS 

2425  Wilson  Boulevard,  Arlington,  Va.  22201 

Please  send  information  regarding: 

( ) Self-employed  Retirement  Plan 

( ) Professional  Corporation  Retirement  Plans 

( ) Tax-deferred  annuity  plan  for  employees  of  private  non-profit  organizations 

Name 

Address . 

Phone 


The  Williams  Printing  Company 

Richmond,  Virginia  2321  1 
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WE  DELIVER  COMMERCIAL  MODULAR 
BUILDINGS  FASTER  AND  MORE  EFFICIENTLY 

THAN  CONVENTIONAL  CONSTRUCTION- 
ALL  YOU  HAVE  TO  DO  IS  MOVE  IN! 

When  you  think  about  that  new  building  many  worries  come  to  mind,  such  as,  inflationary  material 
costs,  labor  problems,  late  deliveries,  weather  delays  . . . 

Usry’s  Commercial  Division  relieves  you  of  these  headaches.  Our  project  managers  coordinate 
the  activities  of  contract  architects,  engineers  and  site  construction  firms  to  assure  that  your  building  is  erected 
faster  and  at  less  cost. 

We  can  provide  you  with  medical  centers,  professional  offices,  retail  stores,  educational  facilities, 
banks,  any  type  of  building.  Our  buildings  are  individually  designed  to  meet  your  structural  and  use  requirements. 

The  Usry  organization  has  been  involved  with  manufactured  structures  for  25  years  and  represents 
the  finest  commercial  building  manufacturers  in  the  South.*  Our  years  of  experience  will  save  you  valuable  time 
and  money. 

Give  Bob  Gracey  a call,  you’ll  be  surprised  how  efficiently  we  can  get  you  into  that  new  building. 


WE  TAKE  THE  WORRY  OUT  OF  CONSTRUCTION 

LL5RN 

Commercial  Division  P.O.  Box  27463  1415  Chamberlayne  Avenue 
Richmond,  Virginia  23261  Phone  (804)  321  -4500 


*Coastal  Mobile  & Modular,  Continental  Homes,  Structures  of  America,  USCO,  Virginia  Homes.  Commercial 
structures  manufactured  by  these  firms  are  certified  to  be  in  compliance  with  all  applicable  building  codes. 


OVER  $1,000,000  IN  BENEFITS  PAID 
TO  THE  MEDICAL  SOCIETY  OF  VIRGINIA  MEMBERS 


Long-Term  Disability  Insurance 
At  Low  Group  Rates 


A Doctor’s  earned  income  can  stop 
when  he  is  SICK  or  HURT  and 
CAN’T  WORK.  Long-term  disabil- 
ity insurance  could  provide  the 
needed  CASH  when  this  happens. 


Here  are  a few  of  the  outstanding  features  of  this 
plan: 


1. 

2. 


Lifetime  accident  benefits 


Sickness  benefits  for  up  to  seven  years  or  to  age 
65 


3.  UNIQUE  definition  of  disability  (7  year  benefit 
period  if  sickness  prevents  you  from  engaging  in 
your  specialty) 

4.  Confinement  not  required  for  disability  benefits 

5.  Federal  income  tax-free  benefits 


ALSO 

As  a participant  in  this  plan  you  receive: 

1 . Special  low  group  rates 

2.  Convenient  local  claim  service 


Interested.^  To  find  out  more,  simply  return  the  coupon  below  to  the  administrator  nearest  you. 


THE  PRICE  OF  A STAMP  MAY  ALSO  BUY  YOU  PEACE  OF  MIND 


Murphy  Insurance  & Travel  Ernest  L.  Baker  Associates 

108  2nd  St.,  S.  E.  Suite  1118 

Charlottesville,  Virginia  22901  205  34th  Street 

295-4157  Virginia  Beach,  Va.  23451 

425-1892 


Suter  Associates,  Inc. 

2425  Wilson  Blvd. 
Arlington,  Virginia  22201 
525-6700 


G.  C.  French  Agency,  Inc. 

1004  North  Thompson  Street 
Richmond,  Virginia  23230 
358-7141 


General  Insurance  of  Roanoke 

Shenandoah  Building 
Roanoke,  Virginia  24011 
345-8148 


I would  like  more  information  about  the  Long-term  Group 
Disability  Insurance  sponsored  by  The  Medical  Society  of 
Virginia. 

Name Phone 

Address  

City State Zip 


Volume  102,  June,  1975 


517 


OFFICERS  AND  COUNCILORS  OF  THE  MEDICAL  SOCIETY  OF  VIRGINIA  1974-1975 

President:  William  R.  Hill,  M.D.,  Richmond  President-Elect:  Raymond  S.  Brown,  M.D.,  Gloucester 

Past-President:  John  A.  Martin,  M.D.,  Roanoke 

Vice-Presidents:  1st:  Anthony  J.  Munoz,  M.D.,  Farmville  2nd:  Duncan  S.  Owen,  Jr.,  M.D.,  Richmond 

3rd:  George  S.  Mitchell,  Jr.,  M.D.,  Newport  News 


Executive  Vice-President:  Robert  I.  Howard,  Richmond 
State  Commissioner  of  Health:  Mack  I.  Shanholtz,  M.D.,  Richmond 
Editor,  Va.  Medical  Monthly:  Harry  J.  Warthen,  M.D.,  Richmond 
Speaker  of  the  House:  William  J.  Hagood,  Jr.,  M.D.,  Clover 
Vice-Speaker:  K.  K.  Wallace,  Jr.,  M.D.,  Virginia  Beach 


COUNCILORS 

Harold  L.  Williams,  M.D.,  Newport  News 
Charles  E.  Davis,  Jr.,  M.D.,  Norfolk 
Carrington  Williams,  Jr.,  M.D.,  Richmond 
Gordon  G.  Birdsong,  M.D.,  Franklin 
Girard  V.  Thompson,  Sr.,  M.D.,  Chatham 
H.  C.  Alexander,  III,  M.D.,  Roanoke 
George  Al.  Nipe,  M.D.,  Harrisonburg 
Harry  C.  Kuykendall,  M.D.,  Alexandria 
James  Hal  Smith,  M.D.,  Christiansburg 
W.  Leonard  Weyl,  M.D.,  Arlington 


(District) 

1st 

2nd 

3rd 

4th 

5th 

6th 

7th 

8th 

9th 

10th 


VICE-COUNCILORS 

William  Stewart  Burton,  M.D.,  Nassawadox 
Gervas  S.  Taylor,  Jr.,  M.D.,  Norfolk 
Charles  M.  Caravati,  Jr.,  M.D.,  Richmond 
Henry  M.  Snell,  M.D.,  Petersburg 
Russell  E.  Herring,  Jr.,  M.D.,  Martinsville 
Thomas  L.  Gorsuch,  M.D.,  Waynesboro 
Harry  L.  Westfall,  Jr.,  M.D.,  Fredericksburg 
Nicholas  G.  Colletti,  M.D.,  Woodbridge 
J.  William  Giesen,  M.D.,  Radford 
Richard  L.  Fields,  M.D.,  Fairfax 


DELEGATES  AND  ALTERNATES 

Delegates:  1974-1975 

William  S.  Hotchkiss,  M.D.,  Norfolk 
Michael  A.  Puzak,  M.D.,  Arlington 

1975-1976 

F.  Ashton  Carmines,  M.D.,  Newport  News 


TO  AMERICAN  MEDICAL  ASSOCIATION 

Alternates:  1974-1975 

John  A.  Martin,  M.D.,  Roanoke 
Carl  E.  Stark,  M.D.,  Wytheville 

1975-1976 

Percy  Wootton,  M.D.,  Richmond 


INDEX  TO  ADVERTISERS 


Air  Force  Personnel  482 

Bayberry  Psychiatric  Hospital  513 

Burroughs-Wellcome 507 

Commercial  Insurance 617 

Commonwealth  Psychiatric  Center  509 

David  Dyer  Ins. 443 

Financial  Resources  Co.  609 

Henrico  Doctors’  Hospital  508 

Human  Resources  Institute  of  Norfolk  448 

Jefferson,  A.  G.  444 

Johnston-Willis  Hospital  609 

Lewis-Gale  Clinic,  Inc. 511 

Eli  Lilly  and  Co. 464 

Loma  Linda  Foods  452 

W.  F.  Merchant  Pharmaceutical  Co.  444,  445 

Medical  Society  of  Virginia,  The 487 

Peoples  Service  Drug  Stores 614 

Pharmaceutical  Manufacturers  Assn.  446-447 

Plyler’s  Nursing  Home,  Mrs. 511 


Poythress,  Wm.  P.  453 

Public  Health  — - - 444 

Reed  & Carnrick  451 

Retirement  Plan  515 

Robins,  A.  H.,  Co - 449,  450 

Roche  Laboratories 2nd  Cover,  441,  3rd  and  4th  Covers 

Roerig  & Co. 485 

Saint  Alban's  Psychiatric  Hospital  610 

Searle 482,  483 

Smith,  Kline  & French 484 

St.  Luke’s  Hospital 013 

Stuart  Circle  Hospital 612 

Tidewater  Psychiatric  Institute  612 

Tucker  Hospital,  Inc.  — — - 610 

USRY  - 616 

Wallace  Pharmaceuticals  486,  487 

Westbrook  Psychiatric  Hospital 608 

Williams  Printing  Company  615 


518 


Virginia  Medical  Monthly 


In  patients  with  chronic  or 
frequently  recurrent  urinary 
tract  infections 

Bactrim 

outperforms 

ampicillin. 

In  new  multicenter  studies  a higher  percentage 
of  Bactrim-treated  patients  maintained  clear  cultures 
for  four,  six  and  eight  weeks. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

INDICATIONS:  Chronic  urinary  tract  infections  evidenced 
by  persistent  bacteriuria  (symptomatic  or  asymptomatic), 
frequently  recurrent  infections  (relapse  or  reinfection), 
or  infections  associated  with  urinary  tract  complications, 
such  as  obstruction.  Primarily  for  cystitis,  pyelonephri- 
tis or  pyelitis  due  to  susceptible  strains  of  E.  coli, 
Klebsiella -Enterobacter,  Proteus  mirabilis,  Proteus 
vulgaris  and  Proteus  morganii. 

Note:  The  increasing  frequency  of  resistant  organisms 
limits  the  usefulness  of  antibacterials,  especially  in 
these  urinary  tract  infections. 

The  recommended  quantitative  disc  susceptibility 
method  (Federal  Register  37:20527-20529,  1972) 
may  be  used  to  estimate  bacterial  susceptibility  to 
Bactrim.  A laboratory  report  of  ‘‘Susceptible  to  tri- 
methoprim-sulfamethoxazole’' indicates  an  infection 
likely  to  respond  to  Bactrim  therapy,  “Intermediate 
susceptibility"  also  indicates  a likely  response  and 
"Resistant”  that  response  is  unlikely. 

Contraindications:  Hypersensitivity  to  trimethoprim  or 
sulfonamides;  pregnancy;  nursing  mothers. 

Warnings:  Deathsfrom  hypersensitivity  reactions,  agran- 
ulocytosis, aplastic  anemia  and  other  blood  dyscrasias 
have  been  associated  with  sulfonamides.  Experience 
with  trimethoprim  is  much  more  limited  but  occa- 
sional interference  with  hematopoiesis  has  been  re- 
ported as  well  as  an  increased  incidence  of  thrombo- 
penia  in  elderly  patients  on  certain  diuretics,  primarily 
thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaun- 
dice may  be  early  signs  of  serious  blood  disorders. 
Frequent  CBC’s  are  recommended;  therapy  should  be 
discontinued  if  a significantly  reduced  count  of  any 
formed  blood  element  is  noted.  Data  are  insufficient 
to  recommend  use  in  infants  and  children  under  12. 


See  charts  on  following  page  for  details  of  studies. 


For  chronic  cystitis  or  pyelonephritis 
evidenced  by  persistent  bacteriuria, 
frequently  recurrent  infections  or  infections 
associated  with  urinary  tract 
complications,  when  infection  is  due 
to  susceptible  organisms. 


Precautions:  Use  cautiously  in  patients  with  impaired 
renal  or  hepatic  function,  possible  folate  deficiency, 
severe  allergy  or  bronchial  asthma.  In  patients  with 
glucose-6-phosphate  dehydrogenase  deficiency,  he- 
molysis, frequently  dose-related,  may  occur.  During 
therapy,  maintain  adequate  fluid  intake  and  perform 
frequent  urinalyses,  with  careful  microscopic  exami- 
nation, and  renal  function  tests,  particularly  where 
there  is  impaired  renal  function. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides 
and  trimethoprim  are  included,  even  if  not  reported 
with  Bactrim.  Blood  dyscrasias:  Agranulocytosis, 
aplastic  anemia,  megaloblastic  anemia,  thrombopenia, 
leukopenia,  hemolytic  anemia,  purpura,  hypopro- 
thrombinemia  and  methemoglobinemia.  Allergic  re- 
actions: Erythema  multiforme,  Stevens-Johnson 
syndrome,  generalized  skin  eruptions,  epidermal 
necrolysis,  urticaria,  serum  sickness,  pruritus,  exfolia- 
tive dermatitis,  anaphylactoid  reactions,  periorbital 
edema,  conjunctival  and  scleral  injection,  photosen- 
sitization, arthralgia  and  allergic  myocarditis.  Gastro- 
intestinal reactions:  Glossitis,  stomatitis,  nausea, 
emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pan- 
creatitis. CNS  reactions:  Headache,  peripheral  neuri- 
tis, mental  depression,  convulsions,  ataxia,  hallucina- 
tions, tinnitus,  vertigo,  insomnia,  apathy,  fatigue, 
muscle  weakness  and  nervousness.  Miscellaneous 
reactions:  Drug  fever,  chills,  toxic  nephrosis  with 
oliguria  and  anuria,  periarteritis  nodosa  and  L.E. 
phenomenon.  Due  to  certain  chemical  similarities  to 
some  goitrogens,  diuretics  (acetazolamide,  thiazides) 
and  oral  hypoglycemic  agents,  sulfonamides  have 
caused  rare  instances  of  goiter  production,  diuresis 
and  hypoglycemia  in  patients;  cross-sensitivity  with 
these  agents  may  exist.  In  rats,  long-term  therapy 
with  sulfonamides  has  produced  thyroid  malignancies. 


DOSAGE:  Not  recommended  for  children  under  12. 

Usual  adult  dosage:  2 tablets  b.i.d.  for  10  to  14  days. 
For  patients  with  renal  impairment: 


Creatinine 

Recommended 

Clearance  (ml/ min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

2 tablets  every  24  hours 

Below  15 

Use  not  recommended 

Bactrim 

(80  mg  trimethoprim/400  mg  sulfamethoxazole) 


Supplied:  i ablets,  each  containing  80  mg  trimetho- 
prim and  400  mg  sulfamethoxazole— bottles  of  100 
and  500;  Tel-E-Dose®  packages  of  100;  Prescription 
Paks  of  40,  available  singly  and  in  trays  of  10. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  New  Jersey  07110 


In  new  multicenter  studies 
of  patients  with  chronic  or  frequently 
recurrent  urinary  tract  infections 


Bactrim 

(80  mg  trimethoprim/400  mg  sulfamethoxazole) 


Bactrim  vs  ampicillin.  10-day  therapy.  157  patients. 


4 weeks  of  clear  culture  6 8 
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Criterion  for  clear  culture:  1000  or  fewer  organisms/ml  of  urine. 
Numbers  in  parentheses:  No.  of  patients  evaluated  for  this  time  period. 


Bactrim  vs  ampicillin.  28-day  therapy.*  53  patients. 


4 weeks  of  clear  culture  6 8 
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Criterion  for  clear  culture:  1000  or  fewer  organisms/ml  of  urine. 
Numbers  in  parentheses:  No.  of  patients  evaluated  for  this  time  period. 


17. 5%  The  Bactrim  plus. 

Patients  maintaining  clear  cultures  for  8 weeks 

Bactrim:  70.3% 
ampicillin:  52.8% 


37.1%  The  Bactrim  plus. 

Patients  maintaining  clear  cultures  for  8 weeks 

Bactrim:  76.0% 
ampicillin:  38.9% 


In  two  multiclinic,  double-blind  studies  of  pa- 
tients with  chronic  or  frequently  recurrent  urinary 
tract  infections,  Bactrim  maintained  a higher  rate  of 
clearcultures  than  ampicillin.  All  patients  had  "sig- 
nificant bacteriuria"  (100,000  or  more  organisms/ml 
of  urine)  on  two  consecutive  pretreatment  cultures; 
many  had  previously  undergone  multiple  treatment 
programs  and/or  surgery.  Organisms  were  E.  coli  and 
Proteus  mirabilis. 

Side  effects  were  relatively  mild  (e.g.,  nausea, 


vomiting,  rash),  but  more  serious  side  effects  can 
occur  with  the  agents  studied.  Please  consult  the 
manufacturers'  product  information  for  all  warnings, 
precautions,  contraindications  and  adverse  reactions. 

*Whi!e  the  usual  therapy  regimen  for  Bactrim  is  10  to  14  days,  patients 
with  chronic  urinary  tract  infections  can  be  and  are  treated  for  sub- 
stantially longer  periods  with  standard  agents  such  as  ampicillin. 
These  studies,  therefore,  include  both  10-day  and  28-day  courses  of 
therapy.  In  both  studies  dosage  was  one  500-mg  ampicillin  capsule 
q.i.d.  or  two  Bactrim  tablets  b.i.d.  plus  placebos  to  make  each  drug 
regimen  appear  identical. 


Please  see  preceding  page  for  summary 
of  product  information. 





